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The Treatment of Gonorrhea in Women :- 
BY FRANK KIDD, M.A., M.Cu., F.R.C.S. 


AND 


A. MALCOM SIMPSON, B.A., M.B., D.P.H. 
London, England 


Gonorrhea in women has long been looked 
upon as incurable, and the view has been 
widely held that a woman once infected 
can never safely be considered as free of 
infection, however favorable the clinical 
signs, because it is impossible to track the 
latent gonococcus and eradicate it. 

Since the establishment of venereal dis- 
ease clinics in England this view has been 
altered and a much more favorable outlook 
taken of cases of gonococcal infection in 
the female. 

In “Common Infections of the Female 
Urethra and Cervix” by us an analysis is 
made of 650 cases sent up as suspected 
cases of gonorrhea to the women’s clinic 
at the London Hospital. In this analysis 
(233 being proved as gonococcal) it is 
shown that gonorrhea in women can be 
cured in a reasonable time, and that com- 
plications occur in only a small percentage 
of cases if the infection is treated early and 
systematically. 

Urethritis was found in 72 per cent, and 
the average length of time for cure was 
ten weeks. 

Cervicitis was found in 63 per cent, and 
the average length of time for cure was 
eleven weeks. 

Bartholinitis was found in 13 per cent 
of the cases, and was cured by dilatation 
of the duct and instillation into the gland 
by means of a syringe. 

Complications such as metritis and 
byosalpinx occurred in less than’ 5 per cent 





of cases, and arthritis in 6% per cent of the 
cases. All of these proved amenable to 
treatment. 

The essentials in the treatment of gonor- 
rhea in women were found to be: 

1, Examination of the patient in the 
lithotomy position, the examiner using a 
good head lamp. 

2. Systematic examination of the urethra, 
cervix, and Bartholin’s glands, followed by 
a bimanual examination of the uterus and 
appendages. 

3. Films and cultures taken from the 
urethra on at least four hours’ retention of 
urine, from the cervical canal, and from 
the duct of Bartholin’s gland if there were 
any appearances of inflammation around 
it, or any swelling of the gland detected on 
palpation. 

4, Treatment of the urethra undertaken 
at the earliest moment by urethral and 
vesical irrigation, followed later by dilata- 
tion, massage of the urethra on the dilator, 
and painting with silver nitrate. Treatment 
of the cervical canal after thorough dry- 
ing and the application of antiseptics such 
as acriflavine 2 per cent, and later of 
silver nitrate 30 per cent to 60 per cent. 
Treatment of Bartholinitis by syringing out 
the duct through a small cannula and later 
massage of the gland. These measures 
were found in the large majority of cases 
to avert abscess formation with consequent 
incision and perhaps dyspareunia. 

By these simple methods it is rarely 
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necessary to have recourse to curettage and 
dilatation of the cervix and uterus, and also 
by their use the large majority of cases of 
gonorrhea in women will clear up. 

5. It is essential to use these treatments 
in the earliest days of infection, and thus 
can the pelvic complications be avoided, 
especially if the patient is kept in bed dur- 
ing the first menstrual period after the 
symptoms arise. 

6. In pregnancy, treatment of gonorrhea 
of the cervix and urethra and Bartholin’s 
glands should be vigorous, then salpingitis 
will not occur and sterility will be avoided. 
Such vigorous treatment very seldom leads 
to abortion. 

%. In arthritis intensive treatment of the 
local foci should be undertaken whether the 
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infection is cervical or urethral, the joints 
themselves being treated by early active 
movements. The pain and tenderness of 
the inflamed joints respond so quickly to 
the treatment of the foci that these move- 
ments by the patient are possible after a 
few days and so ankylosis is prevented. 
8. Vulvovaginitis in children is a fairly 
common disease due to conditions of over- 
crowding. It is essential in treating vulvo- 
vaginitis in children to examine all con- 
tacts, otherwise reinfection occurs again 
and again. Vulvovaginitis reacts rapidly to 
daily painting of the vagina and vulva with 
acriflavine 2 per cent, and as the urethra 
may also be infected it is advisable to treat 
the urethra with silver nitrate, five to 
twenty grains to the ounce, twice weekly. 





Surgical Kidney’ 


BY MOSES BEHREND, M.D. 
Surgeon to the Jewish and Mt. Sinai Hospitals, Philadelphia 


As an introduction to the subject of sur- 
gical kidney I must pay tribute to the cysto- 
scope. In the past ten years cystoscopy 
has revolutionized the practice of urology. 
With the refinements in diagnosis as a 
natural outcome of this part of the specialty, 
the exact nature of the conditions of the 
urogenital tract has been better and more 
scientifically treated. With the develop- 
ment of pyelography, the +-ray, and the 
non-penetrating urethral catheter, many 
patients have been spared the necessity of 
undergoing a major operation. I have al- 
ways been impressed with this diagnostic 
aid, and in the early days I learned the use 
of the Kelly cystoscope and later the more 
refined instruments of to-day. Again with 
the various dye tests used now we can tell 
the efficiency of the kidneys in their secre- 
tion of urine; and the relative efficiency 
of one kidney as compared: to the other. 
This has given us an incalculable amount 
of information in formulating our ultimate 
opinion concerning the outcome of the op- 
eration of nephrectomy. These tests and 
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that of the blood urea nitrogen have made 
operations on the kidney easy and the bril- 
liant results obtained now after prostatec- 
tomies are in no small measure due to the 
proper interpretation of these findings. 

After this digression I will proceed to 
consider the subject of the evening, “surgi- 
cal kidney.” Strictly speaking surgical kid- 
ney means an abscess of the kidney as a 
result of infection through the blood or by 
means of the urogenital tract. When your 
chairman asked me to speak on this subject 
I am sure he had in mind the larger phase 
of other surgical conditions affecting the 
kidney. 

The precursor of the so-called surgical 
kidney is a pyelitis. This condition is bet- 
ter understood at the present time, thanks 
again to the use of the cystoscope. Pyelitis 
is an inflammation with pus formation in 
the pelvis of the kidney. The reason that 
not more cases of surgical kidney follow 
pyelitis is due to the fact that in an un- 
broken mucous membrane the infection 
penetrates with great difficulty the paren- 
chyma of the kidney; in other words, the 
mucous membrane is very resistant. 
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Whether pyelitis is easier of diagnosis or 
whether it is better understood at the pres- 
ent time, the fact remains that many more 
cases are unearthed now than ten, fifteen 
or twenty years ago. I can well remember 
when years passed by without ever having 
seen a case. At present the surgeon is 
almost weekly called upon to make a diag- 
nosis between appendicitis and pyelitis. 

The symptoms of pyelitis are pain, which 
may or may not begin in the region of the 
kidney. In fact pain may be altogether 
absent. When pain is present, however, it 
is quite persistent and follows the line of 
the ureter. Tenderness is present to a 
varying degree depending on the amount 
of pain the patient experiences. A chill is 
a rather common forerunner of pyelitis. 
It is seen more frequently in females than 
in males. When pyelitis affects the right 
side it may be, as stated above, mistaken 
for appendicitis. Here the cystoscope is 
an invaluable aid in making a differential 
diagnosis. The natural sequence of a pyeli- 
tis providing the mucous membrane has 
been abraded will be a pyonephrosis. 

The symptoms of this condition are pain 
in the loin space, tenderness and rigidity 
of the ilio-lumbar group of muscles, includ- 
ing the quadratus lumborum. At the onset 
chills and fever are the rule. If only one 
side is affected a very marked difference 
will be noted, the muscles on the unaffected 
side being flaccid while the affected side 
shows board-like resistance. The cysto- 
scope will demonstrate pus exuding from 
the ureter in a continuous stream or in 
spasmodic jets. The colon bacillus is prob- 
ably responsible for more cases of pyelitis 
and pyonephrosis than any other organism. 

The conditions that cause hematuria may 
be resident in the bladder or the kidneys. 
Years ago we used the simple method of 
differentiating the source of blood; if the 
urine was mixed with blood the cause was 
found in the urinary bladder; if clear urine 
was passed first, followed by blood, then 
the kidney was the cause of the hema- 
turia. Naturally many fallacies existed and 
wrong diagnoses were frequent. With the 
advent of the cystoscope accuracy in the 
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diagnosis of the seat of the trouble can be 
secured. 

Bleeding from the kidney may be the 
result of stone, hypernephroma, acute in- 
flammatory conditions including acute hem- 
orrhagic nephritis. Blood from the ureter 
should make one consider hypernephroma, 
which is usually a form of sarcoma. 
Curiously enough there are no physical 
signs in the -early stages to be elicited. 
The sole symptom is hematuria. The 
specimen at operation may reveal an ap- 
parently healthy kidney, but on close 
macroscopic and microscopic study a tumor 
is found, which is usually a sarcoma. A 
case recently operated upon in the Jewish 
Hospital showed a small growth the size 
of a pea near the pelvis, the rest of the 
kidney being normal. The pathologist re- 
ported a healthy kidney, but the fact re- 
mains that the hematuria ceased almost 
immediately after the operation and disap- 
peared entirely before the patient was dis- 
charged. This is sufficient proof that the 
small area noted immediately after opera- 
tion was the cause of the bleeding. 

Carcinoma of the kidney has always been 
accompanied in my experience with neph- 
rolithiasis, which fact helps to support 
the theory that continued traumatism pre- 
disposes the structure affected to cancer. 
Fortunately if the disease is circumscribed 
there is no constitutional disorder; cach- 
exia is absent. The patient may complain 
of pain in the back, but this is usually due 
to stones in the kidney. Blood and pus 
may be present in the urine. However, the 
patient seems to be in good health, the true 
state of affairs not being revealed until the 
kidney has been removed and examined 
under the microscope. 

Tuberculosis of the kidney may be 
primary or secondary to some other tu- 
bercular focus elsewhere. This type of 
kidney causes more distress and general 
disturbance than any other previously men- 
tioned. It causes more urinary disturbance, 
more burning, more irritating urination 
than the preceding diseases of the kidney. 
There is considerable pain and tenderness 
in the back. The patient loses weight and 
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presents more constitutional disturbance 
with this affection than the other affections 
of the kidney related above. 

We have operated on kidneys with the 
expectation of performing a nephrectomy, 
and have found to our surprise multiple 
cysts of these structures. These cases are 
almost always congenital, affecting inva- 
riably both kidneys. They are usually of 
enormous size, bilateral, and do not lend 
themselves to any surgical procedure. 
Whenever encountered the wounds have 
been promptly closed. Such patients are 
exceedingly poor risks; even the simple 
procedure of opening and closing the wound 
has ended fatally in all cases we have 
operated upon. 

Curiously enough, even with these kid- 
neys of large size the diagnosis is very 
rarely made before operation or until an 
autopsy has been made. I remember one 
case in particular which was mistaken for 
carcinoma of the stomach because an out- 
growth from the right kidney covered the 
epigastric region. This felt like a carcinoma 
at the pylorus, and the subjective symp- 
toms and x-ray supported this diagnosis. 
The real condition was found when the ab- 
domen was opened. The patient died eight 
weeks after the operation from kidney in- 
sufficiency. While an interne at the Phila- 
delphia General Hospital many of these 
cases came to autopsy which were never 
suspected during life. 

Just a word concerning diagnosis. As 
stated before it has been much simplified 
with the use of the cystoscope. Pyelitis has 
probably received more attention recently 
than any disease of the urinary tract. In 
children especially we must always bear in 
mind the possibility of pyelitis; neither 
must we forget that appendicitis in chil- 
dren is common and fulminating in char- 
acter. In the past many errors have been 
made in the diagnosis of these two condi- 
tions when a right pyelitis has been present. 
If a cystoscopist is not available a catheter- 
ized specimen of urine will be a great help 
and assist in the diagnosis. A few days ago 
a child was brought in to the hospital with 
the symptoms of appendicitis. A physician 
related to the patient raised the question of 
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pyelitis, which was promptly ruled out on 
account of a clear catheterized specimen of 
urine having been obtained. 

The diagnosis of stone in the kidney is 
usually made with ease. Pain always be- 
gins in the back; it is colicky in character 
and radiates down the ureter to the penis and 
testicles. In fact the course of the stone 
may be traced in its passage down the 
ureter by the location of the pain. The 
colic of nephrolithiasis must be separated 
from that of colic due to gall-stones. This 
is usually easy because the pain of gall- 
stone colic is always under and below the 
costal border. The muscles here are rigid; 
jaundice if present will be of great assist- 
ance in the differentiation of the two con- 
ditions. A high appendix ought rarely to 
be confused with the colic of stone in the 
kidney, because the pain in appendicitis 
while coming on suddenly is not as intense: 
as that of stone. 

The operation of nephrectomy can be 
more easily performed if a little attention 
is given to the position of the patient on 
thé table. He should lie on the side oppo- 
site the site of the incision with the lower 
leg drawn up and bent at the knee; the 
upper leg should also be bent, but not to 
the same degree as the lower. He should 
lie on a sand pillow or Edebohl’s bag. The 
preferred incision is one that parallels the 
costal border, care being taken to preserve 
the important nerve trunks. The incision 
may be extended to the ventral surface of 
the abdomen whenever it becomes necessary 
to examine the ureter lower down. 

The real techincal part of. removing the 
kidney need not be discussed here because 
I believe what you as general practitioners 
wish to know is what prognosis can we give 
these patients and what is their term of 
life after one kidney has been removed. 
Provided the tests alluded to above have 
been made and found satisfactory as to 
function of the kidneys, the prognosis of 
the operation of nephrectomy is very good. 
My mortality is less than one per cent. 
This compares favorably with other ab- 
dominal operations of like magnitude. 

Even in cases which are admittedly bad 
risks the hope of recovery must never be 
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lost. This can best be illustrated by two 
cases which came under my care at the 
Mt. Sinai Hospital. One patient was op- 
erated on for stone in the kidney shown 
to be present by the x-ray, and the symp- 
toms certainly pointed to this affection. At 
operation upon delivery of the kidney it 
was bisected. No stone was found. The 
kidney was returned. Following this pro- 
cedure there developed hematuria, which 
became so severe as to cause a profound 
anemia. Nine days after the primary op- 
eration a nephrectomy was _ performed, 
after which his recovery was uneventful. 

Another case was operated upon for an 
abscess of the kidney. The adhesions were 
dense. In their separation profuse bleeding 
resulted, which necessitated the postpone- 
ment of the operation. The wound was 
packed with gauze, which stopped the 
hemorrhage successfully. About ten days 
after the first operation the kidney was 
removed without the loss of much blood. 
She made a fine recovery. 

Patients who have had a nephrectomy 
performed may live in perfect health to 
their allotted time of three score and ten. 
A few are still living fifteen years after 
operation, their ages ranging now from 50 
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to 66. This side of the fifth decade the 
patients are also in perfect health, suffer- 
ing no inconvenience at all. The reason 
for this seems to be that in many instances. 
the kidney for which the operation has been 
performed was practically useless. 

In the time allotted we have just 
skimmed the surface of the most important 
surgical affections of the kidney. 

In conclusion I want to impress on you 
the importance of the functional tests as 
applied to kidney efficiency. 

No operation on the kidneys should be 
performed without a cystoscopic study of 
the bladder. 

Do not forget that other intra-abdominal 
conditions exist besides pyelitis; at the 
same time always be suspicious of pyelitis. 

Hypernephroma, usually a sarcoma, is 
easily cured in the early stages by means of 
a nephrectomy. 

Patients with congenital polycystic kid- 
neys are the poorest risks in surgery. 

The operation of nephrectomy has a low 
mortality. If the functional tests justify 
the operation one need never hesitate to 
recommend its performance: 

Because individuals with one kidney can 
live as long as those possessing two. 





The Present Status 
Uterine 


of the Treatment of | 
Fibroids 


BY FRANK BENTON BLOCK, M.D., F.A.C.S. 
Philadelphia, Pa. 


[From the Department of Gynecology, University of Pennsylvania} 


On account of their great frequency, 
varying size, and ease of diagnosis, fibroid 
tumors of the uterus have been of interest 
to most practitioners since earliest times. 
Among present-day practitioners there are 
two classes of men who treat these tumors 
ina wrong manner. The first class are 
those who advise operation for all fibroid 
tumors irrespective of the symptomatology, 
and the second class are those who never 
advise operation unless the patient is in 
extremis, calming their patients’ minds 
with that type of soothing syrup which in- 





sists that fibroids are never dangerous and 
always disappear at the menopause. 
While it must be admitted by all who 
have investigated the subject that a con- 
siderable percentage of uterine fibroids as 
they are discovered by the general practi- 
tioner in a routine examination are not in 
need of immediate treatment, it is also true 
that the patients harboring such growths 
should not be allowed to go along for years 
without an occasional observation by the 
attending physician. So long as a fibroid 
tumor remains practically stationary in its 
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growth and produces no symptoms, neither 
bleeding, pressure symptoms, nor signs of 
degeneration, just so long is it safe to delay 
treatment. On the other hand, sudden in- 
crease in the size of the growth, profuse 
menorrhagia, metrorrhagia, pressure symp- 
toms or cachexia from degeneration of the 
tumor, should demand the prompt institu- 
tion of proper treatment. 

What is the proper treatment? A refer- 
ence to the text-books and current literature 
is confusing, as the Roentgen ray, radium 
and surgical operation are each warmly 
recommended by certain men, almost to the 
exclusion of other methods of treatment. 
The sober-minded analyst will find that 
there is some good in each method, and that 
only by the judicious use of all of them 
will the best interest of: all patients be 
served. Many physicians fall into the thera- 
peutic rut of only advising what was 
taught them when they were in the medical 
school as students, making no attempt to 
keep abreast of the ever-changing opinions 
and teachings which must inevitably occur 
in the art of all medicine. These men are 
not altogether to blame, however, because 
if they do try to keep up with the volum- 
inous medical literature of to-day they are 
confronted with so many: divergent opinions 
on the same subject that they are more 
confused after reading than before. Un- 
doubtedly the only opinion of worth is one 
which is based upon a fair-sized number of 
cases which had been carefully studied in- 
dividually and as a whole and analyzed 
from several view-points. In our depart- 
ment at the University of Pennsylvania we 
have had fairly definite views concerning 
the treatment of uterine fibroids for many 
years, nevertheless at more or less regular 
intervals we review our. work and see if 
our results have been satisfactory, and note 
if there has been any change in the char- 
acter of our work which may have come 
about so gradually as to have been un- 
noticed during the transition. We have 
just completed such a survey of our work 
with these tumors during the past three 
years (1922 to 1924 inclusive), and in pre- 
senting our findings at this time (they will 
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appear in more detail elsewhere) we feel 
that we are giving real, live figures of our 
present-day work and not what has been 
done during the past two or three decades. 

During this three-year period there were 
436 cases of myoma uteri admitted to 
the Gynecological Department of the 
University Hospital. We have excluded 
one case of ovarian carcinoma, com- 
plicated by a fibroid uterus, which died 
after only an exploratory laparotomy. Of 
the 436 cases, in 14 operation was refused 
or delayed on account of some constitutional 
contraindication. Of the remaining 422 
cases, 267 (63.2 per cent) were subjected 
to operation and 155 (36.8 per cent) were 
irradiated. Of those irradiated, in two 
cases the Roentgen ray was used, all of the 
others being subjected to radium rays. An 
analysis of these cases showed us some 
rather interesting facts. In the first place 
we find that our tendency has been toward 
operation rather than irradiation, as evi- 
denced by the fact that in 1922 58.1 per cent 
of the cases were operated upon, in 1923 
59.7 per cent, and in 1924 70.1 per cent. 

In dealing with a statistical study of this 
sort, it is often difficult to determine which 
cases to include, as many cases of uterine 
fibroids are complicated by other pathology 
in the pelvis (in this series 37.4 per cent), 
in many of which the associated condition 
is more important and really constitutes the 
cause of illness. In order to avoid criti- 
cism in the method of case selection, we 
have included every case in which a fibroid 
uterus was present, no matter how little 
it may have had to do with the symptoma- 
tology. Among the associated pelvic path- 
ological conditions, pelvic inflammatory 
disease holds first place as a complicating 
factor and ovarian cysts are in an impor- 
tant second place. 

An analysis of the types of ‘operations 
performed has been made for each of the 
three years and shows that our tendency 
has been to do more myomectomies, thus 
preserving the uterus, and fewer total 
ovarian ablations. The ovaries are usually 
conserved if healthy unless the patient is 
well past the menopause. In this series in 














only 20.6 per cent of the cases were both 
ovaries sacrificed, nearly half of these being 
in cases of associated pelvic inflammatory 
disease. If lutein tissue is present in the 
ovary, we prefer to conserve it irrespective 
of the patient’s age, as the ovary is still 
functioning. Supravaginal hysterectomy 
with conservation of both ovaries is our 
operation of choice, having been done in 
36.5 per cent of the cases, or more than 
twice as frequently as supravaginal hys- 
terectomy with bilateral odphorectomy. 

In regard to morbidity and mortality, it 
was found that wound infection (5.2 per 
cent) is the commonest complication, with 
pelvic peritonitis (3.7 per cent), pul- 
monary embolism (1.8 per cent), post- 
operative pneumonia (1.1 per cent), phle- 
bitis (0.7 per cent) and general peritonitis 
(0.7 per cent) in order of frequency. 
When speaking of mortality, we find that if 
we considered only the uncomplicated myo- 
mata, there was no death in any of the 169 
operative and 155 irradiated cases, or in 
other words 324 uncomplicated myomata 
have been treated by appropriate measures 
without a death. On the other hand, in the 
series of 98 cases of fibroids associated with 
other pelvic pathology there were three 
deaths, or a mortality of 3 per cent, so that 
the mortality of the treatment of fibroids 
in our hands has been entirely due to com- 
plicating disease. Taking all the operative 
cases, even including the exploratory 
laparotomy previously mentioned, the mor- 
tality of the operative group was 1.4 per 
cent. Excluding this exploratory laparo- 
tomy, the mortality is 1.1 per cent. One of 
the deaths was ina case of a ruptured sup- 
purating ovarian cyst, operated upon as 
an emergency case, in which the associated 
fibroid tumor was a secondary considera- 
tion. It is included for the sake of com- 
pleteness, though not properly belonging 
in a series of fibroids. If this case were 
excluded, as it should be, the mortality of 
our operative series of 266 cases would be 
0.7 per cent or two deaths, one from post- 
Operative pneumonia and one from general 
peritonitis. If we apply these two deaths 


against the entire series of 422 cases treated 
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either by operation or radium, we find that 
the mortality rate drops to 0.47 per cent, 
which properly represents our mortality 
for the treatment of uterine fibroids. If 
we include the ruptured suppurating ova- 
rian cyst, the mortality of the entire series 
is 0.7 per cent. 

We have careful follow-up records on 
56.1 per cent of the series. The end re- 
sults of the operative cases as ascertained 
by follow-up examination have been satis- 
factory in 94.7 per cent of the cases fol- 
lowed. The unsatisfactory results, eight in 
number, were in the following cases: (1) 
Intraligamentary fibroid; (2) ruptured sup- 
purating ovarian cyst; (3) carcinoma of 
the ovary; (4) simple fibroid (pain contin- 
ued, probable error in diagnosis); (5) 
carcinoma of the cervix; (6) carcinoma 
of the ovary; (7) resection of sigmoid; 
(8) pelvic inflammatory disease with resi- 
dual abscess. Again it is seen that the un- 
satisfactory results usually occur in cases 
with important complicating pelvic disease. 
We have excluded extra-pelvic complicat- 
ing diseases, such as disease of the gall- 
bladder, appendix, breast, etc., as not com- 
ing within the scope of this paper. 

Irradiation Cases—Our analysis of the 
153 cases in which radium was applied 
simply confirms our previous opinions. In 
this series 84.3 per cent of the patients were 
over 41 years of age. Menorrhagia was 


-by far the most important symptom, with 


backache, metrorrhagia and _ leucorrhea 
much less frequently present. In only one 
case were pressure symptoms present. Of 
the 153 cases, in 98 only radium was ap- 
plied ; in 45 some plastic operation on the 
celvix or perineum was performed in ad- 
dition to the radium application. In 8 
other cases a vaginal myomectomy was per- 
formed before the radium was inserted, 
while in two others there was an abdominal 
operation coincident with the radium ap- 
plication. Of the 92 cases (60.1 per cent) 
traced, the menses stopped in 73 and con- 
tinued in 19. Eighty-two patients were 
cured (89.1 per cent), 2 were improved but 
not entirely relieved, 6 patients (6.5 per 
cent) required subsequent hysterectomy, 
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and 3 patients (3.2 per cent) required a 
second irradiation. The mortality in the 
series was nil. Two cases were subjected 
to #-ray therapy exclusively.. One of these 
has been traced and has a satisfactory re- 
sult. In two other cases, a sarcoma of the 
uterus and a carcinoma of the ovary, x-ray 
was used supplementary to operation. 

As a result of this study of our recent 
work, our present views on this subject 
may be summarized somewhat as follows: 
The treatment of uterine fibromata should 
be undertaken only by those who are thor- 
oughly familiar with the operative as well 
as the irradiation method of treatment. 
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The mortality of radium irradiation in 
properly selected cases has been nil, and 
satisfactory results will be obtained in 
about 90 per cent of the cases after one 
treatment. The mortality of uncomplicated 
uterine fibroids subjected to operation is 
rapidly approaching the vanishing point 
and is mil in this series, while the end re- 
sults of operation are satisfactory in about 
95 per cent of cases. In our experience the 
mortality and morbidity of fibroid tumors 
of the uterus are usually due to complicat- 
ing lesions. ; 
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Treatment of Epilepsy 


BY HOWARD K. LONGSHORE, M.D. 
Former Chief, Barton Surgical Dispensary, Women’s Medical College, Philadelphia 


During the past five years I have treated 
approximately 150 cases of epilepsy, either 
privately or at the Women’s Medical College 
Hospital of Philadelphia. The statistics have 
not been worked up into tables, but the 
results have been sufficiently good to have 
attracted attention, and so many inquiries 
have reached me that I desire to outline the 
treatment that I have given, and submit 
my plan of therapy for the consideration 
of other men. 

My theory of the causation of the attack 
is that there is a high intraspinal pressure, 
particularly before or at the time of its 
onset. Our examinations have shown that 
there is an increased white cell count in the 
spinal fluid, as high as 45 small lympho- 
cytes to the cubic centimeter and as high 
as 5 eosinophiles to the cubic centimeter. 
On the strength of these and frequently 
other confirmatory findings of a more 
positive nature, I attribute practically all 
cases to a diluted or remote syphilitic taint, 
even in the presence of negative Wasser- 
mann reactions, both spinal and blood. 

The real purposes of the treatment are: 

1. To reduce intraspinal pressure. 

2. To reduce the high cell count of the 
spinal fluid. 


3. To give antisyphilitic and sympto- 
matic treatment. 

1. Intraspinal therapy is carried out 
symptomatically and usually starts the first 
day. The spinal fluid is removed in suf- 
ficient quantity to reduce pressure—that is, 
until the dropping from the needle is de- 
creased to normal. There is no set rule 
for this, but one’s clinical experience will 
aid at this point. Next is given the injec- 
tion, intraspinally, of 2 cubic centimeters 
of a 2-per-cent sodium luminal solution, the 
sole purpose of which, in my opinion, is. 
to act as a sedative. These aspirations of 
the spinal fluid are repeated as often as 
necessary, followed by the spinal injection, 
and I have made them as often as three 
times in one week. I also endeavor to 
anticipate attacks, observing the patient’s 
behavior and giving the spinal treatment 
whenever indicated. The reactions from 
the spinal treatment have never been severe; 
no elevations of temperature have occurred, 
and headache only if the head is raised. 
The preparation injected is sodium luminal, 
exclusively the genuine German product, 
mixed into an aqueous 2-per-cent solution 
for me by Frank Morgan & Sons, 1629 
Walnut Street, Philadelphia, and supplied 

















by them in 2 cubic centimeter ampoules, 
ready for injection. 

2. The high lymphocyte count in the 
spinal fluid is corrected by the above men- 
tioned spinal treatment and _ incidental 
thereto. 

3. Antisyphilitic treatment has been car- 
ried out as follows: 

(a) Intravenous silver salvarsan 0.15 g. 
every other day until eight doses are given. 

(b) On alternate days, mercurosol, P. D. 
Co., gr. ii, intramuscularly until eight doses 
are given. 

(c) After allowing an interval of two 
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weeks to elapse, intravenous injections of 


Pregl’s iodin, 10 cubic centimeters, are 


given every other day for eight doses. 


About once a week I give aolan (Metz) 
10 cubic centimeters, intra-abdominally. 
This is a sterilized milk, a non-specific pro- 
tein injection, which seems to aid my other 
measures. 

Patients are kept in bed, when and as 
long as necessary, with due attention paid 
to hygiene, both physical and mental, to the 
diet, to any coincident diseases or symp- 
toms, and to all possible points of reflex 
irritation. 





Castor Oil as a Remedy in Angina Pectoris 
BY LOUIS FAUGERES BISHOP, M.A., M.D., Sc.D., F.A.C.P. 


Formerly Professor of Diseases of the Heart, Fordham Medical School, New York City; Consultant in 
Diseases of the Heart, Lincoln Hospital, New York 


Nearly all the important advances in the 
treatment of disease have been the result of 
empirical observation. The use of cinchona 
in malaria preceded for a long time the 
discovery of the plasmodium. Ipecac in 
dysentery preceded for a long time the dis- 
covery of the ameba, and mercury long 
antedated the discovery of the spirocheta. 

The source of medical progress is the 
scientific investigation of clinical observa- 
tions. The great benefit from the use of 


castor oil to patients suffering from angina 


pectoris is a clinical observation in a prac- 
tice devoted exclusively to cardiology, and 
hence involving a long-time observation of 
all types of angina pectoris. 

There came into my office a man suffer- 
ing from angina pectoris of an aggravated 
type. He could not sleep except in a stand- 
ing position. While he was in my office he 
insisted upon standing because he had less 
pain in that position. He had a bottle that 
some physician had given him containing 
nitrite of amyl, which he applied to his 
hose at frequent intervals. Apparently he 
had no regular medical attendant, but he 
had called in a physician the night pre- 
viously. The physician gave him morphine. 
I took the nitrite of amyl away from him 
because it is a remedy that I hardly ever 





use. Its action is too violent and uncertain. 
I gave him 1/225 of a grain of nitroglycerin 
in small granules to use as frequently as 
necessary for relief. At the same time I 
ordered for him an ounce of castor oil, 2 
grains of menthol, and 10 minims of tinc- 
ture of iodine, to be taken immediately. 
This was to be repeated on the third and 
fifth night. The man is now able to lie 
down and rest and get about in comfort. 
His first attack dated back eight years, and 
the condition was of the so-called vaso- 
motor type. This type of angina has never 
been as much emphasized as it should be 
and as it was by the late Professor Groedel 
of Bad Nauheim, from whom I adopted 
the term. This man’s trouble is only 
quoted because it is the last one to come 
under my care. 

No matter how severe a condition of 
chronic anginal pain may be, one can often 
count upon twenty-four hours of increased 
comfort following a full dose of castor oil. 

The role of the sympathetic system in 
relation to angina pectoris is coming into 
enormous prominence at the present mo- 
ment on account of the discussion of the 
surgical treatment of the disease. . This 
very elaborate mechanism has two very 
important territories in its distribution, the 
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heart and the abdominal cavity. These two 
territories are acting through numerous 
channels so that pain, though having its 
origin in the heart muscle, is influenced by 
intra-abdominal conditions, and this rela- 
tion seems to be particularly close between 
the upper part of the abdominal cavity and 
the lower part of the chest. 

The usefulness of this particular com- 
bination of remedies in angina that I have 
suggested was purely an accidental dis- 
covery. The iodine may act as a slight 
counter-irritant on the walls of the 
esophagus and the stomach, the menthol 
may act as a mild anodyne in the same 
regions, while the castor oil acts like a 
feather duster in removing all foreign par- 
ticles from the upper intestinal tract with- 
out any irritation. At any rate, after ten 
years, this castor-oil mixture remains for 
me a substantial help in angina pectoris of 
all types, particularly the vasomotor type, 
and if any one with angina pectoris is not 
taking it, at least once a month, you may 
be sure he is not under my care. 

The subject of the treatment of angina 
pectoris is commensurate with the whole 
art of the practice of cardiology, and in 
emphasizing this one element we must not 
forget the importance of diet in supplying 
the most active motor organ in the body with 
proper fuel. Nor must we forget all those 
measures which pertain to the maintenance 
of the circulation in the coronary arteries. 

I would like to hear from others of their 
experience with this method. 


109 East 6lst STREET. 





Radium Therapy. 


The Lancet of December 27, 1924, 
points out that any one wishing to know 
what sort of diseases are likely to be bene- 
fited by radium treatment is recommended 
to study the Medical Research Council’s 
Special Report No. 90 on the medical uses 
of radium, reviewed in this same issue of 
the Lancet. A large quantity of radium 
has been distributed by the Medical Re- 
search Council to different research cen- 





THE THERAPEUTIC GAZETTE 


ters, at each of which a definite scheme of 
investigation has been commenced into the 
radium treatment of certain malignant and 
non-malignant tumors. It is only through 
distribution by a central authority, such as 
the Medical Research Council, that this 
very precious substance can be employed 
where it is most needed. The minute di- 
mension of the applicators makes it difficult 
to exclude the risk of loss such as that re- 
ported from the Hull Royal Infirmary. 
Radium therapy has proved itself of un- 
questionable value in the treatment of 
certain tumors; as cancer of the cervix 
amongst one class and cavernous angio- 
mata in the other. Radium therapy is 
extremely useful also in the treatment of 
menorrhagia, as was pointed out in a re- 
cent report issued by Lewis from Uni- 
versity College Hospital. But on the other 
hand, to many forms of malignant disease 
radium hitherto has not brought noteworthy 
relief. 

It may be that some types of tumor are 
naturally more sensitive to the lethal rays 
than are others, but a consideration of the 
records supplied by different hospitals, 
and incorporated in the M. R. C. Report, 
prompts the thought that we have not yet 
learned the most effective way of using this 
potentially beneficial remedy in certain 
types of tumor. The difficulties which be- 
set such experimental work as this are great, 
and time and ripe experience alone can 
answer many of the questions raised. There 
is, for example, the established fact that 
the cancer cell can be definitely killed by 
radium emanations, though unfortunately 
this lethal effect is only potent in the im- 
mediate neighborhood of the radium tube. 
There is also the encouraging discovery 
that certain types of cancerous growth can 
be arrested and unpleasant symptoms re- 
lieved by irradiation. Perhaps we are only 
at the beginning of our catalogue of the 
value of radium to medicine. At any rate, 
there is sufficient ground for the encour- 
agement of such a systematic research into 
the uses of radium in the treatment of 
disease as is being undertaken by the Med- 
ical Research Council. 
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THE RELATIVE VALUE OF REM- 
EDIES IN THE TREATMENT 
OF SYPHILIS. 





Curious changes have occurred in our 
conception of the relative efficiency of 
drugs used for the purpose described in the 
title of this editorial note. Thirty years ago 
mercury was the prime agent, with iodide 
of potassium as a secondary one, and held 
the field. The introduction of arsphena- 
mine, with Ehrlich’s enthusiastic idea that 
by one maximum dose of this drug the body 
could be freed of the spirochetes, for a 
short time threw the value of the older 
drugs into the shade. It was not long, how- 
ever, before Ehrlich’s belief proved to be 
quite erroneous, but the statement that 
arsphenamine is par excellence the remedy 
in the early stages and that mercury has 
by no means lost any of its early reputa- 
tion can now be made without danger of 
contradiction. This is not saying that 
arsphenamine is useless later on, but is 
intended to emphasize the fact that in- one 
sense mercury is just as useful in syphilis 
as the newer drug. 

Now we have reached a third stage in 
which the claims of bismuth as an anti- 
syphilitic are being strongly urged. Animal 
experimentation has undoubtedly shown 
that it has a high power in destroying the 
spirochete, and evidence is constantly ac- 
cumulating that when employed in human 
beings it is particularly advantageous when 
the nervous system seems to have felt the 
full brunt of the infection. 

The preparations of bismuth which have 
been employed, as our readers know, are 
the soluble potassium and sodium bismuth 
tartrate, the insoluble precipitated bismuth, 
and the French preparation, iodoquinate of 
bismuth. Still more recently bismuth sali- 
cylate is often used. 

Recently Hopkins has presented the con- 
clusions which he has reached concerning 
the value of bismuth. It is interesting to 
note that old-fashioned plain bismuth has 
a higher therapeutic value than the more 
modern, and what might be called the arti- 


Editorial 


315 


ficial salts that we have named. Any in- 
soluble bismuth preparation is naturally less 
toxic to the body of the patient than the 
soluble one. 

Hopkins goes so far as to claim that bis- 
muth runs hand in hand with arsphena- 
mine, and, therefore, is more efficient than 
mercury. It will be recalled that the dose 
of the bismuth tartrate preparation is 0.2 
two or three times a week for six weeks, 
and that forcing the drug above this dosage 
does not seem to be advantageous. Indeed 
he believes that this quantity of bismuth 
tartrate, or precipitated bismuth, can easily 
be given once a week with advantage, but 
it must be continued for six or eight 
weeks, accompanying or alternating with 
arsphenamine. 

It has long been recognized that the bis- 
muth preparations cannot be given intra- 
venously. This fact being kept in mind the 
conclusion would seem to be inevitable that 
for the protection of the patient in the early 
stages, arsphenamine must remain the first 
choice since it acts practically at once when 
given intravenously, whereas a subcuta- 
neous or intramuscular injection of a bis- 
muth compound must be so slowly ab- 
sorbed that many days pass by before the 
full effect of a dose'is obtainable. Prob- 
ably when the insoluble bismuth is used its 
very lack of solubility is the chief cause of 
its low toxicity. The proposition is some- 
what akin to that of the cacodylate of 
sodium brought forward in France many 
years ago as a sovereign substitute for the 
older arsenicals, on the ground that it had 
low toxicity. It was not long before 
Fraser, the great pharmacologist of Edin- 
burgh, pointed out that the low toxicity was 
due to the fact that the cacodylate of 
sodium was such a stable compound that 
it was broken up in the body and set free 
its arsenic so gradually that no toxic effect 
was produced. 

It would appear, therefore, that in the 
treatment of a case of syphilitic infection 
we should give arsphenamine first, then 
bismuth, and last of all mercury, and pos- 
sibly as a means of exercising both a cura- 
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tive influence upon the late lesions and to 
aid in the elimination of the preceding 
drugs, a full course of iodides. 

It has been well said by Schamberg that 
it will take a period of years before we can 
exactly fix the value of bismuth in the 
treatment of syphilis, although he believes 
that at the present time we have enough 
evidence to indicate that it is better than 
mercury. He reminds us that there is some 
clinical evidence that in those patients 
whose infection has resisted arsenic and 
mercury, or in whom their idiosyncrasy 
prevents the administration of these drugs, 
bismuth at once takes the lead as the cura- 
tive remedy. So far as his personal experi- 
ence is concerned, he employs from 0.4 to 
0.6 of neoarsphenamine with 100 mgm. of 
bismuth once a week. When he has used the 
potassium bismuth tartrate he has employed 
it in oil with excellent results, since such an 
injection he states is painless when given 
intramuscularly. Here again, however, the 
very fact that a soluble preparation of bis- 
muth is placed in oil necessarily delays its 
rapid absorption. 

Our readers will recall that bismuth 
is by no means an innocuous substance 
when freely given; that a blue line on the 
gums is one of the first manifestations that 
the limit in administration has been reached, 
and, last of all, it is to be recalled that any 
insoluble drug which is deposited in the 
muscles does not cease its action when the 
further administration of the drug is stop- 
ped, but that the physician has established 
a reservoir of what is practically an un- 
known quantity of bismuth so that a marked 
toxic effect may ensue some time after the 
last injection is given. 





DERMATITIS DUE TO DRUGS. 





A distinguished dermatologist once stated 
to the writer that when a patient presented 
himself with an eruption upon the skin 
which was difficult of diagnosis, he always 
made careful inquiry as to whether the 
individual had been taking any medicinal 
substance, since experience had taught him 
that dermatitis medicamentosa was far 


THE THERAPEUTIC GAZETTE 





more frequent than was generally consid- 
ered. Every practitioner of experience has 
seen rashes due. to drugs develop while the 
drug was still being taken, and in some in- 
stances continue for many days after its 
administration had been stopped. 

Our readers will recall that in the Octo- 
ber issue of the GazeTTE the Original 
columns contained two articles upon the 
value of sodium thiosulphate in overcom- 
ing drug dermatitis, with special reference 
to arsphenamine and its nearly related 
cousins. Recently Dennie and MacBride 
have made a considerable investigation upon 
this subject and state that all the arsenicals, 
varying from arsphenamine to the old- 
fashioned arsenic trioxide, when they pro- 
duce such symptoms, can be corrected in 
their evil effects by sodium thiosulphate. 
They go one step further and assert that the 
drug is of value in poisoning by corrosive 
sublimate, calomel, mercury salicylate, and 
practically all of the other preparations of 
mercury which are used in medicine. 
Again they assert that thiosulphate of 
sodium is an antidote in lead poisoning and 
for those salts of bismuth which are used 
in the treatment of syphilis. The action 
apparently depends upon the formation of 
sulphides whereby the original drug is pre- 
cipitated, and Dennie and MacBride state, 
what at first glance seems to be somewhat 
contradictory, that not only does this effect 
ensue, but that by rendering these drugs 
soluble it increases the rapidity of their 
elimination. Indeed, they go so far as to 
think that in poisoning by Paris-green and 
other arsenical compounds used in the arts 
rather than in medicine, the use of sodium 
thiosulphate has proved efficacious. The 
dose which they recommend is placed in 
20 cc of distilled water, and this is given 
every day intravenously for four days, or 
as long as may be necessary to produce the 
desired results. The dose varies from 7 to 
12 grains when so used. 

When the poison has been swallowed the 
stomach is to be washed out with a pint 
of water to which has been added an ounce 
of sodium thiosulphate. After the lavage 
has been practiced, a pint of water contain- 
ing the same amount of the sodium salt is 
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swallowed and allowed to remain in the 
stomach. The drug is also given intrave- 
nously. When poisoning from corrosive 
sublimate has followed the inadvertent or 
intentional use of an excessive quantity of 
corrosive sublimate in the vagina, a vaginal 
douche containing 5 per cent should be 
given and followed by the introduction of 
a tampon of wool-fat containing one per 
cent. 

The point of special interest in the paper 
of Dennie and MacBride is not only their 
emphasis upon the importance of this anti- 
dote or method of treatment following the 
use of arsphenamine in the treatment of 
syphilis, but also that it can be employed 
with advantage in many other forms of 
metallic poisoning. It may be that they 
are too enthusiastic in believing that sodium 
thiosulphate has such a wide field of appli- 
cation. Be that as it may, it is well for the 
general practitioner to carefully bear this 
matter in mind, the more so because the 
liver and the kidneys, so vital to ultimate 


recovery, are peculiarly susceptible to these 
poisons. 





THE EFFECT OF PITUITRIN 
UPON BLOOD-PRESSURE 
AND POLYURIA. 


As illustrative of the fact that the active 
principle of the posterior portion of the 
pituitary body is possessed of more than 
one physiological action, a paper by Berman 


in the American Journal of the Medical 


Sciences emphasizes its efficiency upon the 
two conditions named at the head of this 
editorial note. 

In the first place, studying its influence 
upon a human being rather than upon an 
animal, Berman found in a boy of ten years, 
whose blood-pressure averaged 95 systolic 
and 60 diastolic, and who was passing from 
7000 to 8000 cc of urine a day, that if 
pituitrin was given hypoderthically at the end 
of fifteen minutes the systolic pressure was 
100 and the diastolic 60; after thirty min- 
utes, 125 systolic, 80 diastolic; after forty- 
five minutes, 135 systolic, 80 diastolic; after 
sixty minutes, 145 systolic, 90 diastolic ; 
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after two hours, 130 systolic, 90 dia- 
stolic; after three hours, 120 systolic, 80 
diastolic; and not until four hours had 
elapsed did the systolic and diastolic pres- 
sures return to 95 and 60. In other words, 
pituitrin acted as a most efficient cardio- 
vascular stimulant for a considerable period. 

The pituitrin also reduced the quantity 
of urine passed in the twenty-four hours 
from 8000 cc to 1800 cc, accompanied by 
a marked subjective improvement in the 
appearance of the patient and in his gen- 
eral vivacity, and the bowels moved without 
the aid of a laxative; but the day after the 
pituitrin was stopped, the urine again rose 
to 6500 cc. 

In another patient forty-five years of age 
who had a polyuria varying from 8000 to 
11,000 cc the results are equally interesting. 
The systolic pressure rising after fifteen 
minutes to 115 systolic, reached a maxi- 
mum in an hour of 150 systolic, and re- 
turned at the end of four hours to the 
original pressure. 

Here again the treatment was followed 
by marked increase in appetite and great 
increase in vigor. As soon as the pituitrin 
was stopped his symptoms returned. 

It will be recalled that not long since we 
called attention in the editorial pages to the 
value of pituitrin in polyuria, and pointed 
out that where frequent hypodermic injec- 
tions were not tolerated, it could be admin- 
istered with success in many cases by nasal 
applications by means of a spray or by 
cotton saturated with the solution. 





THE AVOIDANCE OF INTRAVE- 
NOUS GLUCOSE REACTION. 


We have already called attention in the 
GazeTTE to the fact that a glucose solution 
when given intravenously may be not only 
an agent for good, but an agent for evil. 

As is well known, water which does not 
contain any glucose and which is sterile 
may produce a reaction, and we have re- 
peatedly pointed out the necessity of seeing 
to it that all solutions which are injected 
shall be neutral or mildly alkaline, and that 
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their tonicity shall be identical with that of 
the blood. At present we fear that glucose 
is injected in many cases with the hope that 
it will do good, and with entire ignorance 
of the fact that unless certain precautions 
are taken it may do much harm. 

As we have said before, we have on a 
number of occasions inquired of a physi- 
cian as to where he obtained his glucose and 
what precautions he took to see that it was 
pure, and were astonished to find that all 
he knew about it was that he had ordered 
“glucose.” 

As is well pointed out by Stoddard in a 
recent issue of the Boston Medical and 
Surgical Journal, a chill and rise in tem- 
perature within half an hour of the injec- 
tion, followed by increasing weakness and 
prostration, not infrequently follow glucose 
injections. Some have comforted them- 
selves with the thought that such reactions 
were inevitable, when as a matter of fact 
they were due to the solutions being im- 
properly prepared. Stoddard reminds us 
that Williams and Swett found that glucose 
solutions readily became acid on autoclav- 
ing or on standing several hours at room 
temperature, but the investigations of these 
observers, as Stoddard well says, failed to 
attract the attention which they deserve. 
While admitting that the degree of acidity 
that is developed is not very great, never- 
theless Stoddard believes it is quite com- 
ypetent to be responsible for disagreeable 
symptoms, which, in the presence of grave 
illness, may not only be disagreeable but 
fatal. It is therefore proposed that the 
glucose shall be buffered by monosodium 
phosphate, which should be free of alumi- 
num and heavy metals. The description of 
this process given by Stoddard is somewhat 
too technical for the average physician and 
druggist, and we therefore append a de- 
scription which has been given us by the 
Professor of Physiological Chemistry at the 
Jefferson Medical College, as to the meas- 
ures by whiich the desirable results are to be 
attained. 

The second plan, given below, is nothing 
new, having been suggested by Srensen of 
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the Carlsberg Laboratories, Kobenhaven, 
Denmark, twenty years ago and in constant 
use: 

Plan 1: 
as follows :* 


Make up the “buffer” solution 


Solution 1. 
Sodii phosphas acidus, 161.1 grammes. 
Water, q. s. ad 500.0 cc. 

Solution 2. 
Sod. hydrox., sticks, 46.0 grammes. 
Water, q. s. ad 500.0 cc. 


To 100 cc of Solution 1 add 78 cc of Solution 2. 


This solution should be tested with cresol- 
red solution for pH=7.5. Ten cc of this 
mixed solution are added to the following 
glucose solution: 


Glucose, special purity, 50 grammes. 
Water, q. s. ad 1000.0 cc. 


The solution is then immediately auto- 
claved (15 Ibs. for 20 minutes). 
Plan 2: Make the following solutions: 


(A) Potassium -di- hydrogen phosphate, special 

purity, for buffer purposes,” 9.078 grammes. 
Water, q. s. ad 1000.0 cc. 

(B) Di-sodium-hydrogen phosphate (NA:HPO- 
2H:O) special for buffer purposes (as 
above), 11.876 grammes. 

Water, q. s. ad 1000.0 ce. 


Take 90 cc of (A) and mix with 10 cc of (B). 
Use in 10-cc amounts with 5 per cent glucose as 
above. 


There are two additional points to be 
borne in mind. The first is that the possi- 
bility of reaction should be eliminated. by 
the employment of chemically pure dex- 
trose. As the increased cost of the .pure 





1Such a solution is obtainable on the market already 
made up by the LaMotte Chemical Products Company, 
Baltimore, Md. Specifications should be made as fol- 
lows: “Desired a sodium acid phosphate—sodium hy- 
droxide solution of pH=7.5.” Or, one may compound 
his own solution by buying one 500-cc bottle of fifth- 
molecular sodium acid phosphate and a similar bottle of 
fifth-molecular sodium hydroxide; the cost for the two 
at present is $7.80, carriage extra. The proportions of 
the two solutions are given above. In order that the 
physician be assured that his solutions are correct, he 
should purchase color-tubes (furnished by the same 
company) as follows: Range cresol-red 7.2—88 and 
cresol-red indicator, 100 cc. The cost of these two 
items is $2.55. 

2Obtainable from LaMotte, or from A. H. Tomas 
Company, West Washington Square, Philadelphia. 














“product is only a few cents more in each 
solution of 500 cc the difference is ‘neg- 
ligible. 

It is necessary that rigid rules be made as 
‘to autoclaving at fifteen pounds for twenty 
minutes within, at the most, two or three 
hours after the solution is prepared. The 
solution after this may be kept warm in an 
incubator ready for instant use, but Stod- 
dard advises that the containers be num- 
bered and dated and that the contents be 
discarded after forty-eight hours because 
of the rapid decomposition of the glucose. 
Occasionally if the cotton, with which the 
containers are plugged to keep their con- 
tents sterile, becomes wet, molds will de- 
velop, and this, of course, requires the dis- 
carding of the fluid. In any event, before 
the solution is used, the container should be 
held up to the light and actively rotated to 
discover if it is at all cloudy. If it is, it 
should be thrown away. 





GASTRIC LAVAGE AFTER 
ANESTHESIA. 





The opinion of surgeons of experience to 
the effect that gastric lavage is a most use- 
ful method of controlling nausea and vomit- 
ing after the administration of an anesthetic 
is so favorable and universal that its 
employment should always be borne in mind 
in the presence of patients manifesting these 
symptoms. On the other hand, it is not to 
be denied that in patients who have never 
had a stomach tube passed the retching 
which is induced often leads both the 
physician and the patient to the conclusion 
that the remedy is worse than the trouble. 
A certain amount of this difficulty can be 
overcome by the employment of a duodenal 
tube or the gastric tube of Rehfuss. It is 
very much more easily swallowed or passed 
than is the large stomach tube used so large- 
ly-a few years ago, and still employed by 
some. Another advantage is that a small 
tube can be passed through the nose and 
8o does not produce the gagging which is 
caused by the tube passing over the root 
of the tongue. As is well known, the 
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smaller tube is so pliable that when passed 
through the mouth it is often necessary ‘to 
insert a wire guide in order to make it 
enter the pharynx. When passed through 
the nose the patient may drink water: as 
the tip of the tube gets well into the 
pharynx and so aid its passage. into : the 
stomach. Once in the stomach the contents 
can be removed by the use of a large syringe 
instead of relying upon siphonage, which 
is commonly done with the old-fashioned 
stomach tubes. 

By this means, too, we can be more cer- 
tain of getting the stomach entirely empty, 
and if desired the tube may remain in place 
for many hours for subsequent washing 
out or for the introduction into the stomach 
of medicirial agents which may be consid- 
ered advantageous, or, again, with the hope 
that the water so introduced will be 
absorbed. 

Of course the employment of such a 
tube is equally advantageous for preopera- 
tive washing out of the stomach. In some 
instances advantages will be obtained by 
urging the tube on in such a way that it 
will enter the duodenum, and in certain 
cases, by its being allowed to remain in 
place, the Murphy drip may be carried out 
at this end of the alimentary canal instead 
of at the rectum. 

We have often called attention to the 
necessity of employing hypotonic salt solu- 
tion in cases of this kind. The hypertonic 
solutions are either slowly absorbed or 
withdraw fluid from the tissues, whereas 
hypotonic solutions pass into the tissues, 
which is the point desired. A recent article 
by Brown of El Paso, Texas, does much to 
emphasize these important points. 





SYPHILIS OF THE BREAST. 





Because of its rarity at the present day, 
a rarity incident to wide-spread knowledge 
of syphilis, early recognition of its primary 
symptoms and the prompt resort to methods 
which produce an almost immediate symp- 
tomatic cure, and if adopted early enough 
and carried out with fidelity probably a 
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permanent one, the local manifestations of 
syphilis, and particularly those that occur 
in the breast, receive but scant notice in 
current literature. It is for this reason 
that a general résumé of the subject is not 
without value, since lesions of a syphilitic 
nature undoubtedly still occur, because of 
their rarity are not recognized, and if un- 
recognized may lead to dissemination of the 
‘disease or to mistaken diagnosis suggesting 
extensive operation. 

Fitzwilliams (West London Medical 
Journal, October, 1924) refers to the re- 
port of Ambrose Paré to the effect that a 
syphilitic wet-nurse infected an infant for 
whose benefit she had been employed. The 
infant passed this infection to its mother, 
the mother transmitted it to her husband, 
and the husband to two other children who 
slept with him. The child died and the 
nurse was soundly whipped. 

Before the dietetics of infancy were suf- 
ficiently understood the custom of employ- 
ing a wet-nurse when the mother’s milk 
was unavailable was almost universal. In 
consequence of this chancres of the nipple 
and transmission of the disease were fre- 
quent. Fitzwilliams records an epidemic by 
a woman who advertised herself as being 
specially skilled in drawing out retracted 
nipples and relieving congested breasts of 
their excesses of secretion. This she did 
by suction. Having buccal ulcers she in- 
fected at least fourteen women, who in turn 
passed the disease to their husbands and 
their children, the latter transmitting the 
disease to various wet-nurses who again 
introduced it into other families. 

As to the characteristic chancre of the 
breast, the infected fissure, still by no 
means uncommon and occurring in the non- 
lactating woman as the issue of amours, is 
characterized mainly by its persistence and 
painiessness and the suggestive nodular 
lymphatic enlargement of the axillary 
glands. Chancre of the breast is often 
bilateral and multiple. 

As to the manifestation of the secondary 
stage there is an occasional development of 
diffuse chronic mastitis which subsides 
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promptly on treatment, is unattended by 
even subacute inflammatory phenomena, 
and is usually accompanied by other more 
obvious signs of syphilitic infection. 

In its late stages syphilis of the breast may 
manifest itself in the form of chronic fibros- 
ing myositis characterized by increment of 
size, hardness, and some tenderness. There 
is another form in which multiple nodules 
appear, and a third, and the commonest 
form, characterized by the development of 
a distinct tumor, hard at first, later and 
without treatment softening and breaking 
down. The appearance so closely resem- 
bles that of malignant infiltration that 
diagnosis dependent upon palpation and 
inspection alone is impossible. The history, 
laboratory tests and prompt resolution 
under appropriate treatment are indicated. 
When the present-day doctrine is so gen- 
erally accepted that in the prevention of 
fatalities from cancer removal of any tumor 
on suspicion is indicated, it is well to bear 
in mind that before such operative pro- 
cedure is advised in the case of breast 
tumors, and indeed elsewhere, the question 
of a syphilitic infiltration must be carefully 
considered, and the probability of this must 
be eliminated before operative procedure 
is practiced. 





VACCINE AND SERUM TREAT: 
MENT. 





Because of the striking curative results, 
obtainable and habitually obtained through 
the use of certain specific vaccines and 
serums, there has been a tendency on the. 
part of the profession toward an employ- 
ment of this form of treatment without 
regard to the underlying principles on which 
it is based; and without a clear conception 
of the specific nature of the medicaments 
chosen and the need of a skilled laboratory 
control in the choice of these medicaments. 
There has been a leaning on the part of 
those using various vaccines and serums 
now manufactured by the pharmacists to 
attribute recovery to this use without con- 
sidering that under ordinary hygienic care 








recovery might have taken place as com- 
pletely and rapidly had vaccines or serums 
not been used. Nor can it be doubted but 
that, in some instances, such recovery has 
been retarded or even prevented by the 
injudicious choice and application of these 
remedies. 

Serums and vaccines have now become 
invaluable not only from the curative but 
from the diagnostic standpoint. ‘ 

Miller (United States Naval Bulletin, 
December, 1924) summarizes the action of 
sera by the statement that those of the 
exotoxic bacteria neutralize the toxins cir- 
culating in the blood, while the sera and 
vaccines of the endotoxic bacteria bring 
about an increased production within the 
body of antibodies, bacteriolysins, opsonins, 
agglutinins, and leucocytes. Bearing on 
foreign protein treatment, this may produce 
all these effects, but is in no degree specific, 
unless from pure accident. It contains 
neither secondary antigenic material nor 
antibodies. Its use has been attended by 
beneficial results, and the leucocytosis inci- 
dent to it is doubtless hopeful. 

Miller holds that serums are applicable 
in generalized infection, either acute or 
subacute, and in the latter case are advan- 
tageously combined with vaccines. The 
vaccines seem to produce best results in 
chronic pyogenic infections. Bearing on 
the employment of this form of treatment 
it should be remembered that the probabil- 
ity, indeed the possibility, of anaphylactic 
shock should be eliminated by skin tests; 
patticularly applicable in the presence of 
status lymphaticus or where there is a 
history of asthma, especially that brought 
on by contact with the horse. Under such 
circumstances where serum treatment is 
absolutely indicated careful desensitization 
must be practiced, the initial dose being one- 
tenth of a cubic centimeter subcutaneously, 
this quantity being increased at hourly in- 
tervals. 

Bearing on tetanus Miller points out that 
Prevention depends, first, upon the prompt 
cleaning of lacerated, bruised and punc- 
tured wounds, and the removal of dead 
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tissue. Thereafter the immediate inaugura- 
tion of serum treatment which should be 
continued at weekly intervals until the 
wound is entirely healed, and should be re- 
peated if later surgical operations are called 
for in the presence of continued infection. 
After the disease has developed large doses 
of the serum are required up to 300,000 
units. The advice is given that it should 
be administered by intramuscular and in- 
traspinal injections. Concerning this mat- 
ter there is some difference of opinion; 
none in regard to the size of the dose, but 
concerning its method of administration, 
the intramuscular route being preferred by 
some and with an apparent demonstration 
of its equal, if not superior, value. 
Bearing on the serum treatment of in- 
fectious gangrene, Bazy has reported that 
the antigangrene serum lessened mortality 
and hastened recovery. He used it both as 
a preventive and as a curative measure. 
As to the treatment of diphtheria, Miller 
advises the warming of the serum, diluting 
in nine parts of normal saline made from 
distilled water and giving it intravenously, 
or in the same way that salvarsan is ad- 
ministered. Miller administers 40,000 units 
to an adult and immediately on a probable 
diagnosis; half this quantity to children, 
and 10,000 units to children under seven 
years of age. It is well proven that diph- 
theria antitoxin, being essentially what its 
name implies, a direct neutralizer of toxin, 
is of more than double efficiency if given 
into the blood. It must be recognized that 
the danger of serious, or even fatal, ana- 
phylactic shock is thereby somewhat in- 
creased, and that permanent immunization 
by toxin-antitoxin when properly controlled 
by Schick tests has now received such com- 
plete corroboration as to its value and is so 
devoid of danger that there is a fair pros- 
pect of eliminating diphtheria by a nation- 
wide adoption of this means of protection. 
Miller speaks with some conviction of 
the value of the injection of convalescent’s 
serum as a means of preventing measles. 
It is noted that the serum will keep on ice 
two years and preserve its value. The dose 
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is from 2% to 3 cc given beneath the skin, 
and R. Delre and Ravena, of the Bretoneau 
Hospital, report they have been: able to 
eliminate measles from their hospital by 
these injections, which however produce 
only a temporary immunity. 

A suggestive communication from Solo- 
mon, who found that adults who had had 
measles in their childhood yielded an ef- 
fective serum, is to the effect that of 198 
infants all over three months old who were 
exposed to measles, 60 received no serum 
and all developed the disease, with a death- 
rate of 58.3 per cent. Sixty were given 
convalescent serum, 35 developed measles, 
with a mortality of 16 per cent. Sixty-six 
were given serum from adults who had a 
history of measles in childhood, 36 devel- 
oped measles, with a mortality of 13.8 per 
cent. The New York Health Department 
is now distributing immune serum for the 
prevention of measles. 

Bearing on scarlet fever, the evidence as 
to the value of immune serum as opposed 
to the hemolytic streptococci from which 
patients die is cumulative and almost con- 
vincing. - 

In pneumonia due to pneumoccoccus 
type 1 and its complications the mortality 
has been cut in half by serum treatment. 
The intravenous and intraspinal adminis- 
tration of serum has proven its value 
beyond doubt in epidemic meningitis. 
Immunization against typhoid fever has 
become world-wide. The vaccine treat- 
ment of this disease after its development 
and during its early acute course is not 
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so generally recognized or employed. ° Mil- 
ler quotes Petrovitch to the effect that of 
2270 cases of typhoid thus treated the mor- 
tality dropped to 2.7 per cent. This is in 
marked contrast to the usual hospital mor- 
tality of from 10 to 20 per cent. The 
treatment is begun early in the disease and 
should be given daily in small doses. 
The evidence as to the value of anti- 
streptococcus serum is somewhat conflict- 
ing. On the whole it is in favor of the 
method of treatment. The dosage should 
be from 300 to 400 cc given into the blood; 
there are many reports of prompt subsi- 
dence of temperature and disappearance of 
symptoms. ; 
Bearing on the vaccine treatment for 
surgical infection satisfactory results are 
recorded. Erysipelas, gonococcic septi- 
cemia, gonococcic arthritis, and other forms 
of infection seem to yield to this treatment 
when others fail. Hence we should note 
that Loures reports on 2500 labor cases 
which were immunized twenty and ten 
days before expected delivery by injec- 
tions of 25,000,000 and 50,000,000 strep- 
tococci in the form of vaccine. Women 
who came too late for this treatment were 
given antistreptococcic serum. Hygienic 
conditions of the hospital, which is at 
Athens, were bad; 1 per cent of the non- 
immune developed sepsis. No generalized 
infection occurred in any of the 2500 im- 
munized cases. Of eight cases of strepto- 
coccus sepsis and three cases of staphylo- 
coccus sepsis treated by intravenous injec- 
tion of autogenous vaccines, all recovered. 
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Progress in Therapeutics 


Medical Therapeutics 


The Treatment of Pyloric Stenosis of 
Infants. 

In the Proceedings of the Royal Society 
of Medicine for December, 1924, PARSONS 
states that the medical treatment of pyloric 
stenosis, whether by dieting alone or by 
dieting and lavage, is too well known for 
him to discuss in detail. He would, however, 
combat Findlay’s opinion that it is wrong 
to give small feeds, although he agrees with 
his observation that many cases when fed 
vomit the feed, but that if another feed is 
given immediately after the child has vom- 
ited, the second feed is kept down. 

There are two other methods of medical 
treatment which should however be men- 
tioned: (1) The administration of atropine, 
and (2) thick cereal feeding. He has not 
had any personal experience of these meth- 
ods in pyloric stenosis, although he has made 
use of them, sometimes successfully, in the 
treatment of pylorospasm. He has, how- 
ever, seen cases of pyloric stenosis treated 
with atropine by some of his colleagues, 
and he has not been impressed by: the re- 
sults. 

1. The atropine treatment has been large- 
ly emphasized by Haas in America, but the 
most recent paper on the subject is one by 
Johannesen of Copenhagen. This paper is 
based on seven cases only, and as a result 
of his experience of the method in these 
cases the writer says that this form of 
treatment is capable of producing recovery 
in every case of pyloric stenosis. The usual 
method of giving atropine sulphate is to 
begin with a dose of one-thousandth of a 
grain and to give this fifteen to thirty min- 

utes before a meal. The dose can be in- 
creased to two-thousandths of a grain or 
even more. Johannesen says that it is ten 
to fourteen days before the full effect of 
the drug is manifest, and that the drug 
should be continued for nine to ten weeks 
after vomiting has ceased. Flushing is 
usually stated to be the sign of overdosage 


by atropine, but he has seen distention of 
the abdomen so marked that the drug had 
to be stopped without any evidence of 
flushing and with a dose of one one-thous- 
andth of a grain only. The atropine solu- 
tion (half a grain to the ounce of distilled 
water) should be a fresh solution and 
should be made up every two or three 
days. 

2. Treatment by thick cereal feeding. 
This method has been largely advocated by 
Sauer, and he prefers it to the Rammstedt 
operation. The food (farinaceous) is made 
so thick that it has to be placed on the back 
of the child’s tongue by means of a spatula 
or spoon. It is a little difficult to under- 
stand the rationale of this method of treat- 
ment, sincé at first sight it would appear to 
be more difficult for food of this nature to 
pass through the pylorus than ordinary milk 
clot. The following is, however, a possible 
explanation: In adults the stomach is emp- 
-tied by a combination of two processes, 
peristalsis and what has been called by 
Stiller the peristolic function, i.e., the tonic 
contraction of the stomach around its con- 
tents. The infant’s stomach does not pos- 
sess a peristolic function, but this function 
may be evoked if milk is replaced by food 
of more solid consistency ; under these con- 
ditions a powerful tonic contraction around 
its contents occurs. It may be that the de- 
velopment of this peristolic function by 
giving thick feeds may be the reason for 
the good results recorded by observers who 
have used this method of treatment. The 

same explanation would also account for 
the success of thick feeding in severe cases 
of pyloric spasm, of which he has had per- 
sonal experience. The undoubted recov- 
eries that have occurred in cases of pyloric 
spasm under this method raise the old ques- 
tion as to whether many of the cases in 
which cure has been claimed for medical 
treatment of pyloric stenosis have not been 
cases of pylorospasm. Haas regards pylo- 
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rospasm and pyloric stenosis as differing 
manifestations of the same disease. He 
(Parsons) believes that it is possible to 
make a mistake’in diagnosis between the 
two conditions unless a pyloric tumor is 
felt or efficient x-ray examination is car- 
ried out, because he has had laparotomy 
done in two cases for pyloric stenosis in 
which the operation revealed a normal py- 
lorus. 

Parsons asks the question, What are the 
results of medical treatment? 

1. Recovery. This undoubtedly can 
occur, but if it does: (a) The treatment 
has to be a very prolonged one, and (b) 
the result is in doubt until the child is about 
six months old, great anxiety on the part 
of the mother thus being engendered, so 
that if she is breast-feeding there is the 
possibility of the loss of breast milk, which 
diminishes the chance of recovery. 

2. Failure. With most observers this has 
been the result in the majority of their 
cases; sudden fatal collapse, or diarrhea 
and death, may occur at any time during 
the course of treatment, and even the baby 
appears to have been progressing favorably. 

Various operative procedures have been’ 
practiced for the relief of pyloric stenosis, 
but only two, he thinks, are now made use 
of to any extent, e.g., the operations of 
Loreta and Rammstedt. These operations 
are to be preferred to a short-circuiting 
operation like gastroenterostomy, because 
the food continues to pass by the normal 
channels and the physiology of digestion 
is less liable to be altered. Gastroenteros- 
tomy is also a more lengthy proceeding and 
the resulting shock is more marked. 

The Loreta operation is particularly as- 
sociated with the name of Burghard in 
England. Burghard has had a highly suc- 
cessful series of results, particularly in pri- 
vate patients. During the last eight years 
he has operated on forty-six of Still’s 
private cases with only one death. He be- 
lieves he is the only surgeon who has had 
really good results from this operation— 
as Still says, “In the hands of some sur- 
geons it has had very little success.” One 
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advantage the Rammstedt operation pos- 
sesses over the Loreta operation is that it 
gives uniformly better results in the hands 
of all the surgeons who make use of it. The 
best results reported in Britain are those of 
Poynton, Higgins and Byrdson, who had 
73 per cent of recoveries in fifty-seven 
cases. 

The Loreta and the Rammstedt opera- 
tions both aim at the same thing, i.e., the 
division of the muscular coat so that the 
imprisoned mucous membrane may bulge 
or herniate and thus produce or increase 
the lumen of the pyloric canal. 

Parsons’ experience with operative treat- 
ment has been almost entirely confined to 
the Rammstedt operation. Gastroenteros- 
tomy was done in eight of his cases with 
two recoveries. He has had but one ex- 
perience with the Loreta operation, and in 
that case the patient died. 

He believes that the Rammstedt opera- 
tion should be performed in every case of 
pyloric stenosis. He does not propose to 
go into details about the operation or the 
pre- and post-operative treatment, since 
these have already been given, but he de- 
sires to stress once more the importance of 
a few post-operative phenomena, and to 
draw attention to two other points: First, 
that the operation will fail if the division of 
fibers is not absolutely complete, even the 
merest shred of circular muscular tissue 
being sufficient to prevent the bulging of the 
mucous membrane; and, secondly, the im- 
portance of giving, after the operation, 
small feeds at first and cautiously increas- 
ing them. If this method of feeding be 
followed, he feels convinced that the lia- 
bility to post-operative diarrhea—frequent- 
ly a fatal complication—is considerably 
diminished. By feeding in this manner 
large increases in weight are rarely seen, 
and in his opinion there is not any cause for 
dissatisfaction if the child’s weight remains 
stationary after operation for a fortnight, 
or even longer, since weight is rapidly put 
on after four to five weeks, when the neces- 
sity for giving small feeds has passed away. 

Diarrhea occurs in cases treated med- 














ically. or surgically. Like all atrophic chil- 
dren these infants are liable to attacks of 
diarrhea, although the liability to such at- 
tacks is even greater in pyloric stenosis than 
in marasmus. He has given reasons else- 
where for thinking that the diarrhea is 
largely due to the inability of the child’s 
intestine to absorb the large amounts of 
food that suddenly pass through the pylorus 
after operation. Small amounts of food, 
such as the intestine has previously been 
dealing with, can be managed satisfactorily, 
but large amounts will produce diarrhea. 
In other words, the intestine must pass 
through a period of training before it can 
absorb large amounts of food. 

Vomiting usually ceases after the opera- 
tion, but occasional vomits may occur for 
three or four up to fourteen days. As a 
rule, these are small in amount, and if they 
are at all troublesome, a wash-out with 
bicarbonate of soda (1 per cent) usually 
completely stops them. They are probably 
due to the gastritis which practically always 
accompanies pyloric stenosis, and the lia- 
bility to these occurrences is rendered less 
by washing out the stomach for one or two 
days before operation, and the use of gas 
and oxygen as an anesthetic. 

Atrophy occasionally occurs after opera- 
tion, and the case may remain an atrophic 
one for weeks before the child puts on 
weight satisfactorily. This is a small group, 
but it is important to recognize its existence. 

Post-operative pyrexia is not uncommon, 
and, as is well known, hyperpyrexia occurs. 
The liability to hyperpyrexia is considerably 
diminished by the use of gas and oxygen 
as an anesthetic, but the most important 
method of preventing the occurrence of 
pyrexia is the administration of continued 
rectal salines for twenty-four to forty- 
eight hours after operation, and the avoid- 
ance of the use of hypertonic solutions if a 
subcutaneous saline is given before the op- 
eration, The probable cause of the pyrexia 
is dehydration of the child (inanition 
fever) due to the disease, its further de- 
hydration by the use of hypertonic salines 
(cf. the work of Sansum, Balcar, and 
Woodyatt), and a certain degree of de- 
hydration as a result of the operation itself. 
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The Treatment of Sore Nipples in the 
Lactating Woman. 

RUSSELL in the Lancet of December 20, 
1924, advises that the practitioner should 
look at the nipples early in pregnancy, since 
if they are retracted the sooner appropriate 
treatment is commenced the better will be 
the result. 

If the nipples are well formed very little 
treatment is necessary. The patient must 
be warned to avoid pressure on the nipple 
by her clothes, and her corsets must not 
extend above the waist. After the third 
month the nipples should be bathed night 
and morning with warm water to wash 
away any adherent dead epithelium and 
lacteal secretion, and should then be dried 
by gentle friction with a rough towel to 
render them less sensitive to touch. After 
drying, a little lanolin may be gently rubbed 
in. This is probably the most satisfactory 
method of preparing the nipples for lacta- 
tion. There is reason to doubt the wisdom 
of bathing them with methylated spirit or 
eau de Cologne; any attempt to harden 
them in this way almost certainly predis- 
poses them to crack and they may become 
rough and sore, whereas ointment keeps the 
mucous membrane supple. The prevention 
of cracked nipples is analogous to the pre- 
vention of cracked lips, and the use of an 
emollient in the latter situation is certainly 
more efficacious than would be any appli- 
cation of alcohol. 

In the hospital class of patient cases are 
occasionally seen in which a septic crust has 
formed over the nipple owing to lack of 
cleanliness and accumulated _ secretion. 
Such crusts must be softened with olive oil 
and removed, and the nipple then treated 
as described above. The matron of one 
hospital recommends sponging the breasts 
with cold water during pregnancy and 
scrubbing the nipples with a soft nail-brush. 
This treatment is said to harden the nip- 
ples naturally and to prevent the discom- 
fort, sometimes amounting to actual pain, 
often experienced by primigravide when 
nursing is Commenced. 

If the nipples are retracted the patient 
must be shown how to encourage them to 
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regain their normal position. This is not 
such a hopeless proposition as might be 
imagined, as the nipples are naturally 
erectile during pregnancy. The best way 
to encourage a retracted nipple to become 
erect is by gentle manipulation with the 
palmar surface of two fingers, one on 
either side of the nipple. The patient 
should be shown how to encourage the re- 
flex erection of the nipple, and in most 
cases the nipple will respond by standing 
out normally. No force should be used in 
traction, and both hands and nipples should 
be clean. This manipulation should be car- 
ried out night and morning after bathing 
the nipples; when the nipple is erect it 
should be bathed again and lanolin rubbed 
in, care being paid especially to its apex, 
which may be fissured and sore. If any 
attempt is made to draw out the nipple by 
suction, a self-suction breast reliever should 
be used, never the old-fashioned breast 
pump, since any mechanical form of suction 
exerts undue force upon the nipple. Pa- 
tience and perseverance are needed in the 
treatment of retracted nipples—if they are 
pulled out too hurriedly they will become 
sore.. The old Gamp slogan of “breaking 
the nipple-strings” both of mother and baby 
is happily passing into well-deserved 
oblivion. 

The two points to aim at in the postnatal 
care of the nipples are cleanliness and 
avoidance of mechanical injury as far as 
possible. Before nursing the nipples 
should be bathed with boric acid solution, 
and after each feed they must also be 
bathed to remove all milk, which might 
decompose on the nipple. They should be 
carefully dried. If there is any tendency 
to crack, a little lanolin should be rubbed 
in around the base of the nipple. The 
nipple should be protected from the clothing 
by a pad, about four inches square, of 
sterilized gauze or by a folded large soft 
handkerchief of silk or old linen; ironing 
with a hot iron is a sufficient sterilization 
for ordinary purposes. Squares of boric 
lint, although excellent in theory, are in 
practice rather liable to scratch the nipple. 
This protective covering must be changed 
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frequently and not allowed to become very 
damp or hard with dried milk. Overheat- 
ing the breasts by pads of wool should be 
avoided. 

The following points should receive 
attention from the nurse in order to prevent 
sore nipples: 

The child must not be allowed to drop 
the nipple frequéntly and catch hold of it 
again while feeding; this predisposes to 
abrasions of the surface from the child’s 
gums. The habit is nearly always due to 
the baby being held so awkwardly that its 
nose is pressing against the breast, which 
prevents it from breathing as it sucks. If 
it is due to the nipples being retracted the 
mother should draw out the nipple with a 
self-suction breast reliever before the child 
is put to the breast; if the baby is still 
unable to keep hold of the nipple a nipple 
shield must be used for feeding. 

The child should not be put to the breasts 
too often before the milk comes; three or 
four times. daily is sufficient for the first 
two days of the puerperium. If there is no 
milk in the breasts the intense suction 
exerted by a vigorous child causes a sodden 
condition of the skin and may even raise a 
blister on the nipple. 

Maceration and consequent erosion of the 
nipple is also caused by too prolonged or 
too frequent feeding or by allowing the 
infant to go to sleep with the nipple in its 
mouth. 

When there is a loss of epithelium on the 
surface of the nipple all septic contact with 
the eroded surface must be avoided. The 
nipples must be bathed with boric lotion as 
usual before and after each feed, and must 
be carefully dried wtih sterilized or 
scorched old linen. After drying, an excel- 
lent application is the time-honored friar’s 
balsam (tinct. benzoin. co.). A little 
should be dabbed on to the nipples and 
allowed to dry while exposed to the air. 
The nipples are then protected by the usual 
pad pinned inside the clothing. If pre- 

ferred, lanolin or glycerin of borax may be 
applied in these cases; sometimes glycerin 
of tannic acid is efficacious. By using 
alternate breasts for suckling in the ordi- 
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nary way the nipple is allowed six or eight 
hours’ rest; it is washed as usual for the 
next feed and the application subsequently 
renewed. If the erosion is a severe one 
and the nipple bleeds when the child sucks, 
a nipple-shield must first be tried, and if 
the bleeding continues with the shield the 
breast must not be used for twenty-four 
hours; the excess milk may be gently mas- 
saged out of the breast to relieve tension 
and discomfort, by gently but firmly strok- 
ing the breast from the periphery toward 
the nipple, using the flat of the hand and 
having previously anointed both hand and 
breast with olive oil. 

Another variety of sore nipple shows 
itself as a crack or fissure usually situated 
at the base of the nipple, though occasion- 
ally seen at the apex. These cracks may 
be satisfactorily healed in the early stages 
before infection is present by the treatment 
described above. If the fissure becomes 
septic it is much more difficult to cure and 
is also acutely painful. Antiseptic dress- 
ings are indicated, and one of the most 
popular is gauze soaked in bichloride of 
mercury 1 in 1000. This dressing must be 
kept damp and not allowed to dry on the 
nipple. Its poisonous character is a dis- 
advantage, and it must be very carefully 
and completely washed off before the baby 
feeds. The same applies to carbolic lotion 
lin 80, which has the advantage of its slight 
anesthetic property. Collosol iodine is a 
satisfactory antiseptic for sore nipples, be- 
ing effective and non-irritating. Sometimes 
one or at most two hot formentations on 
the nipple will improve a septic fissure, 
after which tinct. benzoin. co. may be 
painted into and over the crack and left to 
dry. ‘The nipple should never be fomented 
for any length of time as the epithelium be- 
comes sodden and macerated very easily. 
If fomentations are necessary for the breast 
on account of coincident mastitis, a hole 
must be cut for the nipple both in the lint 
and in the oiled silk and wool covering it. 
If the fissure is a deep one, applications of 
silver nitrate are useful in promoting heal- 
ing. The disadvantage of touching a fissure 
with the solid silver stick is the pain caused 


by the method, but it may be worth while 
in the case of a very deep and painful fis- 
sure, cocaine having been applied previous- 
ly. One- or two-per-cent solutions of silver 
nitrate are not very painful and so in most 
cases are preferable. The silver solution 
must be applied with great care to the 
actual fissure, avoiding all contact with the 
surrounding skin. In all bad cracks of the 
nipple it is better to rest the nipple for 
twenty-four hours. Even feeding through 
a nipple-shield, or the mother drawing off 
the milk herself through a self-suction 
breast reliever, tends to open up the crack 
again. 





The Treatment of Tetanus, with Special 
Reference to the Use of Mag- 
nesium Sulphate. 


In the American Journal of the Medical 
Sciences for December, 1924, SmitH and 
LEIGHTON insist that the rational treatment 
of tetanus should be carried out as follows: 

Prophylactic antitoxin, subcutaneously in 
all suspicious wounds, repeated again after 
ten days, especially if suppuration is pres- 
ent, or if an operation is to be performed. 

Antitetanic serum should be given dur- 
ing an attack of tetanus. Intravenous 
administration may be satisfactory. Intra- 
spinal serum should be employed in severe 
cases or where improvement is not satis- 
factory. 

Spasms should be controlled by the sub- 
cutaneous injection of magnesium sulphate. 
When urgent symptoms are present, or 
when the subcutaneous method fails, intra- 
spinal or even the intravenous route should 
be employed. Morphine sulphate, in addi- 
tion to magnesium sulphate, may aid at 
times. Careful personal observation is 
necessary in order to judge the dosage and 
method of administration of magnesium 
sulphate. 

The wound of infection should be opened 
and cleaned, and air should be allowed to 
reach it. Tincture of iodine should be used 
locally. Serum should be injected at the 
site of the wound to block the progress of 
the toxin. 
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An intramuscular or subcutaneous injec- 
tion of serum should be given on the eighth 
or ninth day after the beginning of the 
treatment, in order to keep up the prophy- 
laxis. 

Fluids and nourishment should be sup- 
plied, and careful nursing is essential. 





The Cause and Prevention of Postopera- 
tive Gas Pains. 


O’Keere claims in the American Journal 
of Obstetrics and Gynecology for Decem- 
ber, 1924, that regular diet may be given 
to within twelve hours of the operation. 

That purgation is not only unnecessary 
but harmful. 

That avoidable trauma to the abdominal 
contents during operation is too often the 
cause of postoperative gas pains. 

That the ether effect may be alleviated by 
the preoperative use of morphine and 
hyoscine hydrobromide and the postanes- 
thetic gastric lavage. 

That peristaltic action should be stimu- 
lated immediately following operation; in- 
termittent injections of saline or water be- 
ing the method of choice. Drugs should be 
discouraged. 

That postoperative nutrient rectal feed- 
ing perdisposes to gas pains. 

That the disadvantages of the Murphy 
drip proctoclysis outstrip the advantages. 

That morphine should not be denied 
whenever the patient’s discomfort demands 
it. 

That pain, restlessness, sleeplessness, and 
fear, play an important part in the stasis of 
the gastrointestinal tract. 





The Value of Iodine in Exophthalmic 
Goitre. 

In the Illinois Medical Journal for De- 
cember, 1924, PrumMMmeER and Bootusy 
report that a conservative estimate of the 
number of patients having exophthalmic 
goitre, so far treated with Lugol’s solution 
at the Mayo Clinic, is 600. During this 
time no patient with unquestioned exoph- 
thalmic goitre has been made worse by 
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the Lugol solution. October 19, a count 
was made of the patients then in the hos- 
pital under treatment for goitre, to estimate 
the relative frequency of a beneficial effect 
from the administration of Lugol’s solution. 
There were twenty patients with adeno- 
matous goitre, with or without hyperthy- 
roidism, who did not receive Lugol’s solu- 
tion. Five patients, possibly having adeno- 
matous goitre with hyperthyroidism, were 
given Lugol’s solution because exoph- 
thalmic goitre could not be definitely ex- 
cluded; of these, one improved definitely, 
and three slightly ; the data concerning one 
patient was not sufficient to base an opinion 
on. Fifty-six patients had definite exoph- 
thalmic goitre, all of whom received Lugol’s 
solution ; thirteen of these did not have a 
sufficient number of metabolism tests on 
which to base an opinion. Of the forty- 
three patients carefully studied, sixteen 
(3% per cent) improved markedly and 
promptly after the administration of 
Lugol’s solution; fourteen (32 per cent) 
improved definitely; and eleven (26 per 
cent) improved only slightly, as after hos- 
pitalization and rest ; only two (5 per cent) 
were not affected. From this survey it 
seems probable that approximately two- 
thirds of the patients with exophthalmic 
goitre will be greatly benefited; one-fourth 
will be slightly benefited ; the remainder, or 
about one patient in twenty, will not be 
benefited. The probability of the iodine 
doing harm is less than 1 in 600. 

As has been reported by Pemberton, the 
mortality rate following surgical procedures 
for exophthalmic goitre has been reduced 
at the Mayo Clinic to 1.7 per cent, based on 
the number of patients operated on, and to 
less than 1 per cent when computed on the 
basis of the number of operations. Crile 
was, in the main, correct when he attributed 
this low mortality rate to surgical technique, 
iristead of to the preoperative treatment 
and medication. That factors other than 
surgical technique affect indirectly and in 
a complicated manner the surgical mor- 
tality is borne out by the following facts: 
In 1918 sixteen patients with exophthalmic 
goitre died before operative procedures 


















were possible; in 1919 eighteen died; in 
1920, fifteen; in 1921, ten; in 1922, six- 
teen; or an average of fifteen deaths during 
each of the last five years. Until this year 
no drug was available which was known to 
influence materially the natural course of 
the disease, or which could be administered 
with the expectation that it would avert 
impending death. During nine and one- 
half months of the present year, apparently 
as the result of the treatment with Lugol’s 
solution, only four patients have died before 
surgical intervention was possible. 

All who have observed the improvement 
in the patients with exophthalmic goitre 
following the administration of this drug 
are convinced of its value in this disease. 
Not only has the preoperative mortality rate 
been reduced, but these patients have after- 
ward been accepted by the surgeons as 
operative risks. In spite-of these initially 
bad cases being accepted later as operative 
risks, after improvement from Lugol’s solu- 
tion, the surgical mortality rate and the 
frequency of the typical postoperative 
hyperthyroid reaction resulting in death 
has, as shown by Pemberton, progressively 
decreased. 





Backache. 


In an editorial on this subject the Lancet 
of December 20, 1924, quotes Sir John 
Collie as saying that pain in the back is the 
most common element in claims for com- 
pensation which are litigated in the courts; 
he cites the sage advice of the injured 
workman’s “‘pal”—“‘When you get hurt, say 
it’s yer back; the doctors can’t never get 
round yer back.” 

Only by systematizing our methods of 
investigation and our conceptions of eti- 
ology can we hope to steer our course suc- 
cessfully through this wide symptomato- 
logical sea. We must not take as our pilot 
the gynecologist only, or the orthopedist, or 
the neurologist, or the internist; rather 
should the practitioner familiarize himself 
with the features of the dorsal chart, and 
trace his way himself. A first rule should 
be observed unvaryingly ; he must ascertain 
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to the best of his ability whether the site of 
the disorder originating the pain is in the 
central nervous system or outside it. In 
respect of the former it is important to bear 
in mind that many organic diseases of the 
spinal cord are unaccompanied by pain, 
both in acute and chronic stages; unfor- 
tunately there are exceptions, ‘since irrita- 
tion of the meninges and consequent root 
pains occasionally develop in the initial 
period, for example, of so ordinarily pain- 
less a condition as poliomyelitis anterior 
acuta. 

“Central” pains, as they have been some- 
what loosely called, may be a feature of 
such cord diseases as syringomyelia or 
disseminated sclerosis; they are usually 
referred to some segmental distribution in 
trunk, back, or limbs. Speaking generally, 
however, organic spinal cord disease is 
rarely per se a cause of backache or back 
pains, while in any case it is commonly 
diagnosable by symptoms and signs belong- 
ing to another category altogether. The 
case is different in regard to any morbid 
process implicating meninges, posterior root 
ganglia, and posterior roots; irritation by 
inflammation or compression is a potent 
cause of pains in the back, yet luckily these 
are always more or less characteristic; 
they have a topographic signature capable 
of being read by any one with knowledge 
of spinal segmentation. The girdle pains 
of tabes dorsalis, the unilateral radiation of 
herpetic neuralgia, of intercostal neuralgia, 
the root pains of an extramedullary or 
extrathecal spinal tumor, and so on, suf- 
ficiently illustrate the point. It is well not 
to lose sight of the fact, however, that such 
radicular neuralgias frequently settle in the 
periphery of the cutaneous segment or seg- 
ments involved, and be therefore, on occa- 
sion, pseudabdominal or pseudothoracic; 
sometimes, also, there is a double pain area, 
back and front, in the particular root zone 
concerned. Still confining attention to 
organic disease of the central nervous sys- 
tem, it may be pointed out that pain limited 
roughly to the midline of the back—that is, 
non-segmental—is of infrequent occurrence 
but deserves passing notice; pain in the 
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back of the neck sometimes accompanies 
intracranial tumors and is a useful cor- 
roborative symptom; diffuse back pain 
is occasionally found with perithecal 
spinal tumors, the patient preferring to lie 
on his side; the neck and back pains of 
varieties of meningitis may not be com- 
bined with any definite radicular spread. 
It is when nervous disease in the stricter 
sense is excluded that the practitioner, con- 
fronted with a case of backache, must needs 
exhibit the flair of the ferret and the 
wisdom of the savant. Two medical socie- 
ties have lately set apart whole evenings to 
consider this aspect of backache: Truly, 
there is a certain fascination in trailing so 
elusive a symptom to its lair in bone, 
muscle, or viscus, or, for that matter, in 
the world of mental images and uncon- 
scious motives. The principles which 
should guide him in his search are more 
important than their application in detail, 
but there is no thesaurus of knowledge in 
the text-books; each must work out a 
scheme for himself, basing it on informa- 


tion derived from personal clinical study or 
unwittingly absorbed as he reads, or incul- 
cated by some favorite teacher who has 
himself, it may be, done little else than 
hand on the torch of bedside skill and 


acumen. For the student it is true there 
are charts or maps of the sites of dolor 
dorsi to be found in various works on the 
subject, compiled from different sources, 
and embodying useful considerations, but 
nothing can take the place of that clinical 
insight which is compounded of knowledge 
of human material and of interpretative 
instinct. 

The physician has first to decide whether 
the back pain is genuine or not; that is to 
say, he must from his general impressions 
and from the patient’s behavior, tenor, and 
response to his tests come to a conclusion 
on the all-important question whether it 
has a basis in pathological fact or in psycho- 
pathological fiction (as the materialistic- 
ally minded may be tempted to place pains 
that have no recognizable structural origin). 
To aid him in this respect he must consider 
the apparent seat of the pain, its variability 


or otherwise, its extent and intensity, its 
relation to known anatomical . structures, 
its modifications with pressure, change of 
position, light touches, its connection with 
spinal mobility, its relative depth from the 
surface; he must at the same time keep 
steadily before him the possibility of refer- 
ence of visceral pain, thoracic or abdominal, 
and of its being but a local manifestation 
of a general constitutional toxic or toxemic 
state. Notwithstanding the manifold diffi- 
culties a surprising degree of diagnostic 
accuracy may often be attained. Pain 
that radiates from occiput to coccyx or 
localizes itself in more than one region of 
the spine is much less likely to be organic 
than hysterical or neurasthenic ; even toxic 
pains, such as those of rheumatism or 
smallpox, are curiously apt to present but 
one dorsal seat. Ligamentous, tendinous, 
fibrous, muscular neuralgias may similarly 
exhibit a peculiarly local character, as does 
that of so-called sacroiliac disease, and if 
we are to credit the manipulative surgeon, 
minor spinous articular displacements can 
be detected by the limited and confined 
nature of the pain caused thereby. The 
more serious morbid changes associated 
with caries and malignant vertebral disease 
rarely offer room for diagnostic confusion; 
relative rarities such as tabetic spinal arthro- 
pathies, or the typhoid spine, can be recog- 
nized more readily than their infrequency 
might lead one to suppose. As for the 
large group of referred back pains, the 
shoulder pains of splenic and liver involve- 
ment, of diaphragmatic pleurisy, the lumbar 
pains of renal disease, and uterine dis- 
orders, and many more that cannot now be 
specified, the practitioner must learn by 
experience the character and the region of 
the aching complained of, and thus render 
himself independent of artificial aids to 
diagnosis. Knowledge of this kind is 
worth everything to him. 

Even with this abundance of etiological 
and symptomatic data the matter is far 
from being exhausted. The student should 
beware of limiting the range of his vision 
to the back itself, otherwise he will neglect 
the aching caused by static leg and foot 














errors and other factors in muscular im- 
balance ; he will ascertain the occupation of 
his patient, remembering the “tired backs” 
of many trades and avocations, of the 
school-girl as well as of the microscopist ; 
he will notice anemia or chlorosis, and will 
not miss an attack of influenza or an in- 
cipient pneumonia by failing to use his 
clinical thermometer. In evaluating the 
significance of backache in the obvious 
neuropath he will remind himself of the 
proneness of the lay mind to make its own 
subdivision of the dorsal regions ; the verte- 
bra prominens, and the coccyx, can be felt 
by the ignorant and become the seat of 
dynias or topoalgias that have no objective 
foundation. 





The Value of Honey as a Food. 

In an editorial on this subject the Lancet 
of December 27, 1924, calls attention to a 
paper by Thomas as to the valuable prop- 
erties of honey in providing a readily ab- 
sorbable food. The properties of this 
ubiquitous substance do not appear to be 
set out in the usual works of reference. 
The composition of honey is not only very 
complex, but differs widely according to its 
source. The water content may vary as 
much as 12 per cent, the average gravity 
being 1.46 at 15° C. 

An average of 30 analyses of different 


specimens gave the following percentage 
result : 


A Se epee 172 Malic acid ........0.30 
Levyulose ....:.... 39.1 Acetic acid .......0.20 
emerose .........34.0 Wax ..ccccccescies 0.90 
| ae O45 — Proteime. «osc 1.80 
Sucrose ........... 0.40 Mineral salts ..... 0.75 
Formic acid ...... 1.10 Undetermined 
residues ........3.80 


The mineral salts included Ca, Fe, Mg, PO. 
tadicles and a trace of iodine; among the unde- 


termined residues were resins, gums, pigments, 
and volatile oils. 


Honey is thus seen to consist of a com- 
plicated mixture of carbohydrates, of which 
Monosaccharides form by far the greater 
part. Levulose and dextrose present, taken 
together, exceed a hundredfold the dextrin 
and sucrose. Owing to the relatively low 
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water content, the caloric value of honey 
is very high; 1 ounce corresponds to about 
100 calories, nearly as much as the same 
amount of pure cane-sugar. Of the origin 
of the various constituents little is known. 
The levulose, and to a certain extent the 
dextrose, are derived directly from the nec- 
tar and juices of the plant. The origin of 
the dextrin is still obscure, although it 
seems to be one of the simpler bodies of its 
kind with the formula (C,H,,O;);, and is 
said to be readily absorbed from the alimen- 
tary canal. The proteins are derived from 
the pollen of plants. The wax appears to 
be a specific product of bee metabolism, 
and the production of honey and wax varies 
inversely ; as soon as the quantity of wax 
increases, the supply of honey begins to 
fall off. The most important constituent of 
wax is a palmitic ester of myricyl alcohol, 
C.,,H,,OH. Other esters, such as those of 
cerotic acid and various fatty acids, also 
occur. The percentage of ‘organic acids, 
such as malic, acetic, and formic acids, is 
high and may amount to as much as 2 per 
cent in some specimens. With regard to 
the vitamin content, it has been stated that 
honey contains both the fat-soluble and 
water-soluble principles, and is efficient in 
warding off deficiency diseases. Various 
enzymes, such as invertase, are present. 
The nectar, containing fairly high propor- 
tions of sucrose, is digested in the crop of 
the bee by means of invertases secreted by 
glands in the head and thoracic region. 
This digestion, however, is incomplete in 
the bee itself, and continues after the honey 
has been deposited in the hive. 

On these findings honey constitutes a 
valuable food, since it contains carbohy- 
drates in a form suitable for direct absorp- 
tion. The claim is made that honey never 
gives rise to fermentation in the alimentary 
canal, since the dextrose and levulose, be- 
ing monosaccharides, are absorbed so rap- 
idly that there is no time for bacterial ac- 
tion. This would commend it for infants 
and children. The fatty acids may have 
their use in stimulating peristalsis and di- 
gestion. Honey, therefore, compares fa- 
vorably with glucose, which contains only 
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about 35 per cent of monosaccharide in the 
form of dextrose and lacks the valuable 
proteins, fats, and inorganic salts which are 
present in honey. It would appear, there- 
fore, that Dr. Thomas’s plea for the ex- 
tended use of honey has sound biochemical 
basis. 





Concentrated Feeding for Infants and 
Children. 


In the Archives of Pediatrics for Decem- 
ber, 1924, BiRNBERG expresses the belief 
that until now we have been followers of 
the dilution method. We have attempted 
heretofore to overcome the apparently dan- 
gerous effects of cow’s milk by thinning the 
mixture. Application of this method has 
shown its dangers, mainly because, in order 
to get sufficient food in an artificially fed 
child, such enormous quantities had to be 
taken that many clinicians were often satis- 
fied that the child did not gain in the first 
few months; and if sufficient food was 
taken, there was so much fluid imbibed 
that the child’s urinary organs were in a 
state of continual hyperactivity. So now 
the tendency is for concentration. Later, 
perhaps, we shall learn of its dangers, and 
then we shall steer a safe and medium path. 

There are many kinds of concentrated 
foods used in pediatrics, but the most com- 
mon are: (1) Whole milk plus 17 per cent 
sugar. (2) Concentrated albumen milk 
plus 10 to 20 per cent sugar. (3) Various 
butter, flour, sugar mixtures. (4) Pastes 
or thick cereals. 

1. The whole milk plus 17 per cent sugar 
(Schick) constituents: 1000 cc milk, 170 
gm. sugar. The milk and sugar are mixed 
and boiled one minute. [This mixture is 
called “Dubo” at the Pirquet clinic, an ab- 
breviation for duplex bovinum, meaning 
double cow’s milk.] 

In his experience the substitution of one- 
half dextri-maltose and one-half sugar in- 
stead of sugar alone is more satisfactory. 
The multiple carbohydrates cause better 
gain in weight, and the mixture is not so 
sweet. 

2. Concentrated albumen milk with 10 to 
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20 per cent. carbohydrates (Finkelstein), 
This is prepared as the original albumen- 
milk formula, but no water is added to it, 
and 10 to 20 per cent dextri-maltose or 
sugar is used instead of the tual 3 to 5 
per cent. 

In his experience a more palatable mix- 
ture is produced if one of the prepared 
albumen-milk powders is used, and only 
one-half of the water used as advised by 
the manufacturer, and the carbohydrates 
thereto added. These preparations have 
the advantage of finer.division of the curd, 
a point of value in a concentrated mixture. 

3. Of the butter, flour, sugar mixtures 
the most practical is that of Moro: 


1000 cc milk. 
30 gm. white flour. 
50 gm. butter. 
70 gm. sugar. 


This has the caloric value and constitu- 
ents double that of breast milk. 


Inthe Inaddi- Total Divided 
milk we tionas compo- by 2. 
have: above. _ sition. 
Carbohydrates .... 4.5% 10% 14.5% 7.2% 
Mn’. waasebst0eeas® 4.0% 5% 9.0% 4.5 % 
BONG Te ica ines.s 7% 0% 7% 35% 
Albumen ......... 3.4% 0% 1.7 % 


3.4% 


The last column is practically a breast 
milk preparation. 

The mixture is made by melting the but- 
ter in a pan over a slow flame. To this the 
flour is gradually added and both ingredi- 
ents gently cooked with continual stirring 
until they become a smooth brown mixture. 
To this the previously warmed milk, in 
which the sugar has been dissolved, is 
added. 

4. The cereals. The most common of 
the cereal mixtures is Moro’s formula: 


100 cc milk. 
5 gm. butter. 
7 gm. flour. 
5 gm. sugar. 

The butter and flour are blended, and 
then the sugar and milk are added and the 
whole mixture boiled. One hundred 
grammes of the above equals 136 calories, 
or practically double the caloric value of 
breast milk. 

Another cereal is the farina gruel of 
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Pirquet. This is called “Dufa” (duplex 
farina) : 
130 cc milk. 


8 gm. farina. 
5 gm. sugar. 


This is boiled down to 100 grammes. 
Therefore, 100 grammes of this equals 146 
calories, or practically double the nourish- 
ment of breast milk. 

We also have Sauer’s paste: 


30 oz. milk (or milk mixture). 
8 level tablespoons farina. 


Cook down to a paste so thick that it 
will not fall from an inverted spoon. 

The indications for concentrated feeding 
are: (1) Vomiting; (2) anorexia and 
other difficulties in food intake; (3) dys- 
trophy with little loss of tolerance; (4) 
complementary feeding in nursing infants ; 
(5) exudative diathesis; (6) enuresis and 
allied conditions; (7) in exudates without 
kidney involvement; (8) asthenic and un- 
dernourished children. 

Concentrated feeding may be of benefit 
in nervous vomiting, infectious vomiting, 
and in pylorospasm. 

The method of application of concentra- 
ted feeding in cases of vomiting varies in 
the different conditions, For instance, 
Dubo (milk plus 17 per cent sugar) is 
given every four hours and, if no improve- 
ment, at two-hour intervals. Usually the 
amount needed to each feeding to fill the 
caloric requirements is so small that it is 
retained. 

Cereals are especially valuable in severe 
vomiting, as in pylorospasm or for older 
children with the vomiting of infections. 
In the vomiting of the breast-fed baby, 
farina cooked either with breast milk or 
cow’s milk can be given, one to four tea- 
spoonfuls before each nursing, often caus- 
ing rapidly a cessation of the vomiting. 

In pylorospasm Sauer, several years ago, 
showed the wonderful effect of cereal feed- 
ing and has made it possible to cure many 
cases which heretofore have been treated 
surgically. 

In the vomiting due to infections, both 
enteral and parenteral, concentrated feed- 
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ing is also of great value. The mixtures 
to be used are: (1) Dubo (whole milk 
plus 17 per cent sugar), or (2) concen- 
trated albumen milk with 10 per cent carbo- 
hydrates. 

In small premature babies, with severe 
vomiting, whose stomach capacity is very 
limited, breast milk plus 17 per cent sugar, 
or cow’s milk with 17 per cent sugar, is 
often surprisingly successful. 

The forms of anorexia in which concen- 
trated feedings are valuable are: (1) 
anorexia nervosa; (2) anorexia accom- 
panying acute and chronic infections, espe- 
cially tuberculosis; (3) anorexia in prema- 
ture babies; (4) anorexia due to mechani- 
cal and inflammatory conditions in the 
pharynx, as severe tonsillitis, during intuba- 
tion or pharyngeal abscess where there is, 
due to pain, both a lack of desire and diffi- 
culty in swallowing. Here concentrated 
feeding is often a life-saver. 

In anorexia nervosa the concentrated 
feedings similar to Dubo and farina gruel 
are of great value because of their pleasant 
taste. In anorexia infectiosa, Dubo and 
concentrated albumen milk are useful, espe- 
cially in the severe anorexias which result 
from enteritis. 

In premature infants Dubo is of consider- 
able value. Here not only is it of value 
because of its high caloric content in small 
quantity, making it possible to avoid tube 
feeding, but it is also of great value in the 
vomiting which often accompanies these 
cases. 

In asthenic and undernourished children 
the use of concentrated food can cause a 
surprisingly larger caloric intake in little 
bulk. These asthenic or undernourished 
children are often fed by fond but ignorant 
mothers or attendants, bulky or low caloric 
foods such as soup and milk, especially at 
present, when the propaganda of “Drink 
more milk” is strong. These foods rapidly 
fill the child but give little food value. If 
both of these are left out and are replaced 
by concentrated food, and the milk that is 
given is enriched by carbohydrates, not only 
can more food be taken but the diet will be 
more varied and more tempting. 
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The contraindications of concentrated 
feeding are few, the main ones being: (1) 
Hot weather. (2) Dystrophy where the 
tolerance is unknown and possibly low. (3) 
Among ignorant people where the patient 
cannot be kept under observation. 

In hot weather there is a triple danger in 
concentrated feeding: (1) There is lia- 
bility to a dyspeptic state because the insuf- 
ficient liquid gives a lower general tolerance 
and consequently a lowered bowel tolerance. 
(2) The danger, that from thirst the child, 
if young, may get thirst fever. (3) The 
danger of the child, as a result of that thirst, 
demanding and perhaps getting more food 
than ordered. 

The danger in dystrophy lies in the high 
carbohydrates or fat being beyond the limit 
of tolerance and thereby causing loose 
stools. 

Among ignorant people one must be very 
careful in giving concentrated feeding since 
it is difficult for the ordinary mother to 
conceive that so much food can be obtained 
in so little bulk, and therefore the mother 
will be repeatedly tempted to increase the 
food quantity to such an extent as to cause 
overfeeding. 





The Diagnosis and Treatment of 
Syphilis. 

In the United States Public Health 
Service of December 20, 1924, TARKINGTON 
and WENGER tell us that when the diagnosis 
of lues is once established and before treat- 
ment is inaugurated, they make it a rule to 
have a frank discussion with the patient. 
He is told exactly where he stands, what 
he must do and must not do, and the impor- 
tance of early, long, and persistent treat- 
ment. He is encouraged at this time to ask 
questions, and is given a printed form of 
instructions which he is to follow concern- 
ing his behavior, personal hygiene, and diet. 
He is emphatically informed that the Hot 
Springs baths will not cure his infection; 
that if he keeps his mouth clean and his 
teeth clean he can eat anything he chooses 
without becoming salivated; that mercury 
will not rot his bones or stiffen his joints. 
Marriage is discouraged, and while some 


men seem to feel that three or five years’ 
treatment is sufficient grounds for permit- 
ting marriage, they wonder whether one of 
these physicians would permit a patient 
with any history of syphilis whatever, or 
even a suspicion of the disease, to marry 
a member of his own immediate family, 
even though he may have had treatment for 
ten years. If the patient is married, cer- 
tain instructions are given both husband 
and wife concerning the dangers of preg- 
nancy. 

If the patient’s occupation is such that 
later in life his condition may make him 
dangerous to his fellow employees, such as 
an engineer or fireman, employee of rail- 
road, ironworker, painter, or holds any 
position that forces him to ascend to great 
heights, he is advised to seek other employ- 
ment, because it is possible for a worker 
infected with syphilis suddenly to become 
dizzy, have a “vascular accident,” and carry 
some other worker to his death. Bakers, 
butchers, candy-makers, cooks, barbers, and 
others who come in contract with food or 
with the public at large are not permitted 
to carry on their occupation unless non- 
infectious. The source of infection is 
traced when possible, and all exposures are 
examined where possible. This may be 
done through the State Board of Health 
if the person who is the source of infec- 
tion resides in another State. The patient 
now knows what is expected of him and 
is in a position to codperate intelligently 
with the staff. Tarkington and Wenger now 
proceed to treat the patient. 

A complete physical examination with 
urinalysis before treatment is given. 

The patient must take a dose of salts the 
night before taking arsphenamine. He 
must eat no lunch on arsphenamine day, 
nor must he eat for six hours after arsphen- 
amine. Arsphenamine, 0.4, twice a week 
for six weeks. Mercury, 1 grain of mercury 
benzoate intramuscularly twice a week for 
six weeks. Potassium iodide, t.i.d. 10 drops; 
increase 1 drop each dose as high as pa 
tient can tolerate. Locally, 1-to-5000 bi- 
chloride solution as wash. Daily hot baths 
at temperature of 98° to 100°, from ten to 
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thirty minutes. If patient can remain 
longer than six weeks, mercury and potas- 
sium iodide are continued, unless contra- 
indicated. It is their experience that the 
first year’s treatment should be intensive at 
the onset and cautious in late syphilis. It 
is the treatment the patient receives in the 
early stages of his disease that determines 
the outcome. Adequate treatment might 
be considered as two courses of arsphena- 
mine of 12 doses each during the first year, 
with approximately 100 doses of mercury 
intramuscularly. 

For secondary and tertiary lues the 
treatment is practically the same as above, 
but depends upon the physical condition of 
the patient, and can probably be less vigor- 
ous unless some special organ or system has 
become involved. 

In neurosyphilis, in selected cases, the 
Swift-Ellis treatment or some modification 
in addition to some constitutional treatment 
is given. 

They well say that no set rule can be 
made for the treatment of syphilis. It de- 


pends entirely upon the patient’s physical 
condition. 





The Treatment of Chronic Bronchitis 
and Emphysema. 


In the Lancet of November 29, 1924, 
Youne states that the treatment varies 
with the type and degree of the condition. 
The classification of the cases which is 
usually adopted is based on that of Laennec. 
There is (1) the ordinary winter cough or 
chronic tracheobronchitis, the commonest 
variety. In such cases but little medicine 
may be necessary. A simple expectorant 
mixture of wine of ipecac m. x, syrup of 
squill £3j, tinctura opii camphorata m. x, 
chloroform water q. s. ad £3j, to take occa- 
sionally, may be all that is necessary. Where 
cough is frequent, irritative, and ineffec- 
tive, a dose of the well-known Brompton 
Hospital “mistura sodz cum zther. chloric.” 
taken in hot water may be helpful. It 
consists of sodium bicarbonate gr. x, so- 
dium chloride gr. iij, spirit of chloroform 
Mm. Vv, anise water q. s. £3j.. In cases with 
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marked tracheitis, small doses of apomor- 
phine (1/36 to 1/20 gr.) and of morphine 
in the form of tincture chloroformi et 
morphine, B. P. (m. v-x), are often very 
useful. Various demulcent or sedative 
lozenges, such as the black currant, the 
glycerin, the liquorice, the ipecacuanha, or 
ipecacuanha and morphine lozenge, or one 
with a small dose of heroin, are all of value 
in certain cases. 

(2) In more severe cases with asthmatic 
dyspnea or with copious nummulated muco- 
purulent sputum, iodides, ammonium salts 
(the chlorides or carbonates), and anti- 
spasmodic drugs, such as belladonna, stra- 
monium, hyoscyamus or grindelia, may be 
useful. A valuable mixture in such cases 
is potassium iodide gr. iij, potassium bicar- 
bonate gr. x, ammonium carbonate gr. ii, 
tincture of stramonium m. v-x, syrup of 
tolu £3j, chloroform water to make £3). 

(3) Bronchorrhea—the “‘pituitous catarrh” 
of older writers. This uncommon condi- 
tion is a distressing one, owing to the very 
large quantity of sputum which is brought 
up. It may reach as much as 4 to 5 pints in 
twenty-four hours. It is thin, watery, 
frothy, and non-albuminous. Treatment 
seems to exert but little influence on it, but 
atropine, belladonna, acids, and vaccines 
may all be tried. 

(4) Dry catarrh—in which little or no 
sputum is expectorated, but there is a 
chronic, distressing, and painful cough. 
In this type of case saline expectorants, 
such as the Brompton Hospital mixture 
above mentioned, with iodides, give the 
best results. 

Other drugs which have been employed 
in cases of chronic bronchitis are ammonia- 
cum, terebene, creosote, garlic, the balsams, 
and the benzoates. Some of these are worth 
a trial in cases which prove refractory. 
Cod-liver oil, with or without malt, is often 
helpful, especially in patients of thin, spare 
habit. 

Counter-irritation to the chest in the 
form of liniments often proves helpful and 
comforting to these patients, especially 
when there is retrosternal soreness or mus- 
cular pain from violent or prolonged cough- 
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ing. One of the best of these is turpentine 
liniment, but other stronger liniments or 
iodine ointments are often useful. 

Dry cupping of the bases of the lungs 
may be useful during acute attacks, espe- 
cially in older people, or those confined to 
bed and tending to develop hypostatic basic 
congestion. Poultices may also be used in 
similar conditions. 

In cases with marked emphysema, various 
special contrivances have been designed to 
promote ventilation of the lungs—of these 
Kuhn’s mask and the compressed air bath 
have proved the most helpful. The latter 
may help certain cases with dyspnea and 
expectoration, but it is difficult to secure 
the treatment, and it is now not often used. 

Vaccine treatment. This seems to be of 
less value in treatment than in prophylaxis. 
It may, however, be tried cautiously in 
cases in which other methods fail. In this 
case an autogenous vaccine is to be pre- 
ferred, in small doses at first. 

The chief complications for considera- 
tion are: (a) Attacks of acute bronchitis 
progressing to bronchopneumonia; (b) 
progressive emphysema; (c) cardiac fail- 
ure; and (d) pulmonary tuberculosis. 

(a) Acute bronchitis should be treated 
on ordinary lines. The patient should at 
once be put to bed, no matter how mild the 
attack may appear at the outset; saline 
expectorants, diaphoretics, and, stimulants 
being given if necessary, and the physical 
signs watched. 

(b) Advancing emphysema with increas- 
ing cyanosis demands a careful review of 
the patient’s mode of life, occupation, and 
habits. In some such cases the compressed 
air bath proves of great value. 

(c) Cardiac failure, which is more espe- 
cially right-sided in these cases, requires 
most careful treatment. Rest, the relief of 
the engorged right side by venesection, 
leeching, or purging, and the employment 
of cardiac tonics, are the chief means at dis- 
posal. Venesection should not be employed 
in old, enfeebled, or cachectic cases. 

(d) Pulmonary tuberculosis. This should 
be suspected in cases in which the summer 
intermission suddenly ceases. It is wise in 
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all cases to have the sputum examined, as 
it is now becoming more generally recog- 
nized that tuberculosis in the elderly often 
masquerades as senile bronchitis, or is 
masked by emphysema till it is advanced. 





Nose and Throat Suggestions. 


In Therapeutic Notes for December, 
1924, it is stated that a boil in the nose, 
whether in the vestibule or on the outside, 
should never be squeezed or pricked. In- 
terference in this manner is liable to be fol- 
lowed by septic infection of the veins, 
which run from the nose through the orbit 
into the venous sinuses at the base of the 
brain. Continuous hot boric acid foments 
should be the only treatment. The boil .in 
this way will generally burst and clear up 
without complications. An obvious and 
well localized collection of pus may be 
opened but not curetted. In serious cases of 
infection antistreptococcic serum up to 30 
cc may be called for. 





The Malarial Treatment of Paretic 
Neurosyphilis. 

In the American Journal of Psychiatry 
for October, 1924, Lewis, Husparp and 
Dyak tell us that it has been the policy of 
St. Elizabeth’s Hospital (Washington) to 
actively treat paretic patients according to 
the methods developed at various periods, 
and of late years the salvarsan methods 
have been thoroughly tried and have served 
in a routine capacity. However, it cannot 
be said that the results have been particu- 
larly gratifying. 

Sixty-eight paretic patients were selected 
for malarial treatment by a board composed 
of four psychiatrists (members of the hos- 
pital staff), who classified these patients into 
A, B, and C groups. In the A group were 
those who were in fair condition mentally 
and physically, in the B group were those 
who showed some deterioration and were 
progressive cases, while in the C group 
were those who appeared almost hopeless 
from the standpoint of therapy. 





















The patients were inoculated with tertian 
malaria according to the Wagner-Jauregg 
technique, allowed to have from 12 to 16 
paroxysms, and then treated with quinine. 
The results as observed several months later 
are recorded. By “complete remissions” 
is meant a remission in all three spheres, 
mental, physical, and serological, of which 
there were sixteen patients. Nineteen pa- 
tients were not notably changed, twelve 
went on to extreme deterioration, thirteen 
died, and eight were early transferred from 
the hospital, after which no trace could be 
found. Classed among those who did not 
respond to treatment are nine who failed to 
become infected with malaria after repeated 
attempts at inoculation. Thus 16 or 31 per 
cent remissions occurred among 51 patients 
who responded to the inoculations and can 
be accounted for. They believe their re- 
sults seem to justify extensive experimenta- 
tion with the method. 





Sphenopalatine Ganglion Neurosis. 


In the Atlantic Medical Journal for No- 
vember, 1924, FisHER first takes up the 
neuralgic affections resulting from involve- 
ment of this ganglion. Typically one 
would describe these pains as involving the 
lower part of the orbit, the root of the nose, 
along the upper jaw, and extending back 
to the mastoid and often to the neck. The 
pain may be referred to the shoulders, arm, 
and forearm, and even fingers. The pain 
may be of all grades, but is often very 
severe. We must not lose sight of the fact 
that only part of the area may be involved, 
and the pain be diagnosed trifacial neural- 
gia, or the patient sent to a dentist and 
suffer the loss of many sound teeth. From 
the distribution of the branches of the 
ganglion to the palate and tonsil, we may 
have pain and tingling over the roof of the 
mouth and pain referred to the throat and 
tonsil. 

Like so many things in medicine it is 
really the exception for sphenopalatine 
inflammation to follow a text-book descrip- 
tion. The chief factor of pain may be down 
the arm, associated with headaches that the 
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patient may consider due to his eyes or 
some other cause, and not consider it worth 
while to mention. These are the type of 
cases that are treated for rheumatism, 
neuralgia, or anything that is a fad at the 
time. They are generally baked, electro- 
cuted, have their spines adjusted, and do 
anything that the neighbors suggest as a 
means of relief. However, the proof of 
the pudding is in the eating, and so with 
the sphenopalatine ganglion we have a 
diagnostic means at our disposal in the 
cocainization of the ganglion. Cocaine ap- 
plied just posterior and above the posterior 
tip of the middle turbinate will stop the 
pain if the trouble is due to involvement of 
the sphenopalatine ganglion. Naturally if 
the involvement is from the Gasserian 
ganglion or from some other source, no 
such relief is experienced. The procedure 
is so simple and so certain that it warrants 
a trial in all cases that have any suggestion 
of possible involvement of the sphenopal- 
atine. He has used cocaine in varying 
strengths from twenty per cent upwards, 
but at present he finds the best results with 
a drop of cocaine mud, made from rubbing 
up cocaine in adrenalin. The applicator is 
left in position for at least five minutes. 

We must not lose sight of the fact, how- 
ever, that cocainization of the ganglion is 
but a temporary diagnostic procedure. If 
we expect permanent results, we must go 
further and find the cause of the involve- 
ment of the ganglion. 

After establishing our diagnosis by co- 
cainization of the ganglion, we must cor- 
rect any purulent condition existing in the 
sphenoid and ethmoid sinuses. As _ the 
patient is mainly interested in relief of his 
pain, we may extend the results of the 
cocainization by injecting the sphenopala- 
tine. Providing one is familiar with the 
region injected, nothing is more simple 
than sphenopalatine injection, but inject- 
ing into a region with too much pressure, 
or unskilful efforts, may send the needle 
into the cranial fossa. This caution, how- 
ever, applies to any sinus work. Fisher says 
always anesthetize the ganglion before in- 
jecting, or the patient will suffer untold 
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pain. As straight alcohol is liable to give 
a painful reaction, he has followed Sluder 
in the use of 5-per-cent phenol in alcohol. 
The phenol is added for its anesthetic ef- 
fect. A pledget of cotton saturated with 
adrenalin placed in the nostril a few min- 
utes before the injection shrinks up the mu- 
cous membrane and makes the inspection 
of the nares easier. Fisher prefers a nee- 
die. bent at right angles on the point, and 
passes the needle back to the posterior tip 
of the middle turbinate with the point down. 
The point is then rotated outward and up- 
ward and the handle is brought toward the 
nasal septum. This technique is very sim- 
ilar to the passing of the Eustachian cathe- 
ter. About eight to ten drops of the solu- 
tion is injected. In some cases, due to 
septal deflections, etc., one must use a 
straight needle and penetrate the base of 
the posterior tip of the middle turbinate. In 
the use of the straight tip, more skill and 
care is required that the needle may not be 
inserted too far and the alcohol injected in 
the cranial cavity. This accident has been 
reported in one of the southern clinics. 

It is hardly to be supposed that each suc- 
cessful injection hits the ganglion exactly. 
As a relatively large amount of the solution 
is used, the alcohol in the immediate vicinity 
of the ganglion seems to act as advan- 
tageously as if the ganglion itself were hit. 
Two years ago Fisher made a number of 
injections of carmine on cadavers and 
afterwards split the heads and dissected the 
ganglion, and in none of the cases was the 
ganglion injected accurately. However, 
using the same technique on the living, he 
had a high percentage of successful injec- 
tions. 

After the ganglion is successfully injected 
and the patient relieved from pain, we must 
not hope that we have effected a cure. It 
is not the aim of the good internist or sur- 
geon to give morphine for an attack of 
appendicitis and hope that it will produce 
a cure without appendectomy. We must 
determine the cause of the ganglion in- 
volvement and direct proper treatment to 
it. If we have a purulent condition of the 
sphenoid and ethmoid this condition must 
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be corrected by proper ethmoid and sphe- 
noid surgery. Other foci may well be 
looked into, such as infected teeth, tonsils, 
etc. Much of the disfavor that has fallen 
upon ganglion injection has been because 
the cases have not been followed up with 
the proper operative procedure. We have 
expected results from injection alone, when 
in most cases it should be but a step toward 
further treatment. 





Standardization of Heart Tonics. 


In Therapeutic Notes for December, 
1924, in an editorial on this subject, it is 
stated that the question is often asked: Is 
the so-called cat method for the standard- 
ization of the heart tonics of the digitalis 
series a better method of assay than the 
frog method employed by Parke, Davis & 
Company for standardizing their products 
belonging to this group? 

In reply to this interrogation Therapeutic 
Notes takes this opportunity to say without 
reservation that the cat method of assay is 
inferior to the frog method, and for the 
following reasons: 

Cats are very difficult to obtain .in suffi- 
cient numbers, particularly animals of uni- 
form weight, age, sex, species, etc. They 
are very unsatisfactory animals for labora- 
tory purposes, as they vary so much in 
temperament, frequently are extremely 
difficult to handle, and are quite susceptible 
to disease; moreover, they are difficult to 
breed in required numbers, as guinea-pigs 
and other test animals are bred. 

Frogs of uniform age, species, size, sex, 
etc., are very easily obtained in required 
numbers, and may be kept under uniform 
laboratory conditions, thus affording test 
animals of the least possible variation; as 
a consequence the results obtained from 
testing digitalis, etc., upon them are quite 
uniform. 

The heart tonics of the digitalis group are 
valuable for their specific action upon the 
heart and the circulatory system, and are 
not given for their action upon the nervous 
system. Cats and other warm-blooded anl- 
mals, when given fatal doses of digitalis, - 
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die because of the paralysis of the nerve 
centers which control respiration; conse- 
quently the activity of the drug upon the 
circulatory system, where it is to be em- 
ployed for therapeutic purposes, is not 
measured. The words of Bulletin No. 48, 
of the U. S. Hygienic Laboratory, on this 
subject, are quite apropos: 

“An action on the circulation should be 
taken as the standard of comparison rather 
than an action on the nervous system. 
For this reason we think that methods 
which employ as a standard the minimum 
lethal dose obtained upon the higher ani- 
mals are not applicable to the physiological 
assay of the digitalis series.” 

The heart tonics of the digitalis series, 
when administered to frogs, act upon the 
heart and the circulatory system, hence 
these animals are peculiarly valuable for 
assay purposes, because the end results are 
not obscured by the action upon the nervous 
system. The reason for this is that frogs 
can breathe through the skin, and support 
life without difficulty after the respiratory 
center controlling the action of the lungs is 
paralyzed. 

As shown by work in our laboratory, and 
also by others, the results obtained in the 
standardization of digitalis by the cat 
method may vary enormously. Obviously, 
as a method of assay for standardization 
purposes, it is impractical. 

The frog method, as it has been refined 
for assay purposes, is a true quantitative as 
well as qualitative measure of the activity 
of the heart tonics of the digitalis series 
upon the heart and the circulatory system. 

Furthermore, it may be stated that the 
special subcommittee of the U. S. Phar- 
macopceia Revision Committee decided al- 
most unanimously that the frog method 
for assaying the heart tonics of the digitalis 
series should be the official method of 
assay in the next edition (the Tenth Re- 
Vision ) of the U. S. Pharmacopeeia, which 
is now in press, as it is in the Ninth Re- 
vision. 

Therapeutic Notes expresses the belief 
that this explanation should convince any 
Physician or other person making inquiry 
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about the biological assay of the heart tonics 
of the digitalis series, why the frog method 
is the best method that can be employed 
for the assay of this important group of 
therapeutic agents. 





Virulent Staphylococcal Infections. 

In the New Zealand Medical Journal for 
December, 1924, LyNcHu. states that the 
cases which he presents show a wide va- 
riety in their mode of origin, but a close 
parallelism in the type of lesion produced. 
There is of course nothing new in the 
description of a classical case of staphylo- 
coccal septico-pyemia. It is rather the 
increased incidence and severity of acute 
infections of this kind that calls for com- 
ment. 

The lesions show marked similarity in 
whatever site they occur. Evidently, plugs 
of organisms find access to the blood stream 
during the process of necrosis that takes 
place in the local lesion. Even in fairly 
benign superficial staphylococcal infections 
the extensive necrosis and consequent scar- 
ring are typical features, and lead quite 
often to considerable disfigurement, e.g., in 
cases of acne with secondary staphylococcal 
infection. It is not difficult to see how 
such a condition in its acute stage may 
become generalized when the infecting 
organism is of high virulence. 

In cases in which there is no primary 
superficial lesion, such as the cases of endo- 
carditis, one must assume that the organism 
gains access to the blood stream directly, 
and is of sufficient virulence to withstand 
the bactericidal power of the patient’s 
serum. Multiplying there, the organisms 
settle in practically any site. One can only 
theorize as to the point at which the organ- 
isms gain entrance. 

During this stage of the disease the or- 
ganisms can be quite easily cultured from 
the blood stream, and in quite a large per- 
centage of these cases this happened at 
least once. The behavior of the pneumonias 
was peculiar, in that quite frequently the 
staphylococcus was recovered as the sole 
organism in the blood stream, but pyemic 
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lesions were not found in other organs. 
In the lung, however, were found the 
typical infarct-like areas characteristic of 
the staphylococcus. 

The typical visceral lesion appeared to 
commence as a thrombophlebitis due to 
clumps of staphylococci. These rapidly 
appear as inflammatory reaction in the peri- 
vascular tissue, with numerous polymorphs 
and congestion of the surrounding vessels. 
Necrosis of the tissue appears to follow 
very quickly, and it is quite common to see 
a venule plugged with solid masses of 
organisms and the surrounding tissues poor 
in staining reaction and with loss of nuclear 
outline—tissue necrosis. 

These lesions, if they progress, rapidly 
assume the form of abscesses, with intense 
congestion at the periphery. They usually 
assume the wedge shape of true infarcts. 

In four cases these pyemic lesions were 
found in the heart wall, and in four the 
meningeal vessels were plugged, giving rise 
to an embolic meningitis. Indeed, in two 
of the cases the meningitis was looked upon 
as the primary lesion, and the true bac- 
teriological and pathological nature of the 
condition was not revealed till post mortem. 

It is a matter of common experience that 
organisms of whatever kind may take on 
increased virulence, but we have no certain 
knowledge of the way in which this in- 
creased virulence is established. It is 
known, however, that rapid passage of the 
organisms through several animals in 
series does definitely increase their virulence. 
This being so, it is not difficult to imagine 
how the virulence of a special organism, 
such as the staphylococcus, may be greatly 
increased by the opportunity offered by 
such an epidemic as that of 1918. Lynch 
does not think, however, that the staphylo- 
coccus was responsible for that epidemic, 
but he believes that it gained unusual op- 
portunities to flourish as a secondary in- 
vader in lungs which were primarily the 
seat of a hemorrhagic bronchopneumonia. 
That its virulence as a pyogenic organism 
was greatly enhanced during the period 
following 1919 seems clear from his series 
of cases. Its waning virulence was again 
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aggravated by similar circumstances on a 
smaller scale in 1923. 

Since February last no cases of the type 
he describes came within his knowledge, 
and it appears that we have now passed into 
a period of quiescence as far at least as 
this organism is concerned. 

It is his intention to show in another 
place that other organisms which were 
prominent as secondary invaders in the 
cases studied in 1918 showed increased 
virulence in the few succeeding years. This 
is especially true of the pneumococcus and 
B. Pfeiffer. 

The question of treatment in these cases 
was one on which he found himself asked 
for an opinion quite frequently. The bone 
lesions of course called for immediate sur- 
gical treatment—this was always forthcom- 
ing. What really was required was some 
form of treatment to deal, if possible, with 
the septicemia. Streptococcal septicemia 
can of course be quite frequently benefited 
greatly by serum treatment, but no good 
antistaphylococcal serum has ever been 
prepared, and indeed it can scarcely be 
looked for, for several obvious reasons. If 
the condition remained a septicemia per- 
haps the future might hold something that 
might be of use, but the development of 
pyemia lesions, which are frequenttly mul- 
tiple and each in itself capable of reéstab- 
lishing a septicemia again, makes the 
problem difficult. Add to this the fact that 
the staphylococcus shows much variation 
in type and virulence, and the difficulty is 
increased still further. 

We have laboratory experience, however, 
of the ease with which the staphylococcus 
is killed by certain anilin dyes, especially 
anilin gentian violet, which in extreme 
dilution is lethal toward staphylococci. At- 
tempts have been made, and with some 
success, to sterilize the blood stream by in- 
jections of this dye intravenously. Smith 
and Capari have reported good results 
using 3-5 mgrms. per kilo in pyemias. It 
is his intention to suggest this treatment 
should fresh cases present themselves. 
Unfortunately most of the cases that he 
has seen have succumbed so rapidly that no 
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treatment could be worked out at all. In 
cases that have pursued a somewhat chronic 
course he has used autogenous vaccines 
without seeing any great benefit derived 
from them. 


Adrenalin in the Treatment of the Pain 
of Herpes Zoster. 

In the Journal of the American Medical 
Association of December 18, 1924, DUKE 
reminds us that herpes zoster belongs in the 
category of diseases that cause severe pain, 
especially when it occurs in individuals of 
mature or advanced age. The pain may 
start before, during or after the appearance 
of the vesicles, and may persist almost 
without remission for weeks or months. 
Pain of this type is difficult to alleviate with 
anything milder than morphine. For this 


reason, any remedy that offers relief in a 


fair number of cases will be gratefully ac- 
cepted by the patient. In adrenalin we 
have a remedy that will temporarily relieve 
the pain in a majority of the cases. His use 
of adrenalin in the treatment of herpes 
zoster was based on an observation of a 
case of hives and angioneurotic edema in 
a patient who had recently weaned a baby. 
About one hour before he saw her there 
had appeared about fifteen or twenty vesi- 
cles on the lower lip, associated with marked 
swelling of the lip. On administration of 
adrenalin the swelling of the lip subsided 
rapidly, and, strange to say, within a period 
of less than two hours the vesicles com- 
pletely disappeared, leaving the skin in nor- 
mal condition. During a period of four 
years since that time he has used adrenalin 
in the treatment of herpes zoster. He has 
been disappointed in its effect on the vesi- 
cular lesions, but has been surprised to find 
that in more than half the cases it relieved 
the pain almost immediately, if given in 
adequate dosage. Its failure to relieve the 
eruption may have been due to the fact that 
he has not used it in any cases in the earliest 
Stage. 

In using adrenalin in this condition, it is 
hecessary to adjust the dose to suit the indi- 
vidual case. The dose should be pushed 
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until the patient experiences relief or an 
adrenalin tremor. The amount necessary 
to give relief or tremor varies in different 
individuals from 1 minim up to several 
cubic centimeters—in fact, it varies in the 
same individual at different times almost to 
this extent. As a general rule, it should be 
given subcutaneously in doses of about 0.5 
cc at five-minute intervals, until the patient 
is either relieved or shows a distinct tre- 
mor. When the tremor appears the pain in 
the majority of cases disappears. It usually 
returns in from two to twenty-four hours. 
The dose of adrenalin can then be repeated 
and continued indefinitely without injury to 
the patient. As a rule, it makes the use of 
morphine unnecessary, or at least reduces 
its necessity to an occasional dose. 





Harmfulness of Caffeine and Value of 
Alcohol in Old Age. 


In the Medical Journal and Record of 
December 3, 1924, OsBorNE states it is 
assumed in his article that the individual 
has normal old age and is not suffering 
from any localized or general disease. 
Briefly, the main symptoms of advancing 
age (the term senility means more than is 
here considered) are: slower and not per- 
fectly coordinated movements ; mental slow- 
ness with memory lapses and loss of words, 
often only momentary; forgetfulness of 
recent events; indifference to information 
given, unless extremely personal; more or 
less noticeable irregularities in eating and 
incoOrdination of eating movements so as 
to be mussy; insomnia; nocturia; morning 
polyuria; poor peripheral circulation; cold 
hands and feet and feeling cold even in. 
ordinary temperatures; joint pains; stiff- 
ness; constipation; colon putrefaction; 
pyorrhea alveolaris ; some dyspnea on ordi- 
nary exertion; often irregular cardiac 
pains; and the many symptoms of endo- 
crine gland deficiencies. 

It is not generally recognized that with 
the deterioration of all organs and func- 
tions with advancing age the endocrine 
glands are similarly affected. 
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Deterioration of thyroid secretion aggra- 
vates the normal tendency to general sclero- 
sis; causes a shrinking and wrinkling of 
the skin; diminished perspiration and con- 
sequent dryness of the skin, frequently 
with tendency to eczema; and more or less 
mental apathy. 

Parathyroid deficiency is shown by the 
hair becoming brittle and falling easily, the 
nails and teeth becoming brittle, and by an 
increased nervousness and irritability, due 
to imperfect calcium metabolism. 

Suprarenal deficiency is shown by the 
tendency to pigmentations of the skin, black 
dots and brown patches, and by the loss of 
circulatory and muscle tone. 

Gonad deficiency is shown by diminished 
sexual ability and general vitality, and the 
appearance (perhaps from this cause) of 
senile skin spots, warts, etc. 

Pituitary deficiency is shown by the de- 
position of fat, by a tendency to glycosuria, 
by a tendency for the deposit of bone in 
cartilage, by the stiffening of joints, and, 
often, by kyphosis. 

The main factor in causing a so-called 
healthy old age is for the person to grow 
old gracefully. This means that he re- 
quires more rest hours a day, more days a 
month without physical labor or mental 
cares, and more vacation periods. It also 
means that during his hours away from 
business and during his vacation times he 
must not play strenuously. He must learn to 
relax, not necessarily to become sedentary, 
but to play golf or drive a machine mod- 
erately and not strenuously. 

It is a mistake for such a person to give 
up his ordinary avocation, but he should 
confine his labors to his regular work or 
business, and cut out all side issues and 
cares, such as committee work and respon- 
sible positions, whether they be political, 
civic, business, church, or society. 

The diet should be modified to meet the 
conditions of his work and his needs. In- 
digestion and bowel stasis, if present, should 
be corrected largely by diet. An evident 
glandular deficiency may require help and 
may many times be helped. Not infrequent- 
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ly small doses of iodine, as one drop a day 
for one week each month, will be a good 
treatment. Focal infection, especially in 
the mouth, must be eradicated. 

The aging individual, whether he has low 
blood-pressure or has been having high 
blood-pressure (and generally it is becom- 
ing lower from the less strenuously acting 
heart) feels the need of stimulation. He 
has learned that he can get this from coffee 
and tea. But he also learns, in the large 
majority of instances, that coffee or tea 
taken at the evening meal, which for years 
has not prevented sleep, now causes him to 
be wakeful. At other meals or other times 
of the day, however, he is inclined to in- 
crease the amount of caffeine stimulation. 

The action of caffeine is to increase gen- 
eral nervous irritability, cause palpitation, 
cause sleeplessness, cause cerebral irrita- 
bility, cause polyuria, and especially to 
stimulate the thyroid and parathyroids to 
abnormally increased activity, with the 
result of more nervous irritability and mus- 
cular irritability and trembling. Caffeine 
often raises the blood-pressure, when such 
an increase of blood-pressure is not needed. 

Caffeine (coffee and tea) in any form is 
likely to increase the production of uric 
acid, which in old people is especially likely 
to irritate the kidneys and to cause muscle 
and joint pains. 

Therefore, it is evident that, except in an 
emergency for caffeine therapeutic stimula- 
tion, coffee and tea can do nothing but in- 
crease the troublesome symptoms of old 
age. 

A small amount of alcohol acts as a gen- 
tle narcotic to the brain, dilates the per- 
ipheral blood-vessels, gives a feeling of 
surface warmth and warmth to the ex- 
tremities, and depletes the internal conges- 
tion areas, often starts a failing appetite, 
quiets an irritable heart, and gives a general 
feeling of comfort to these individuals. 

Alcohol has a positive food value, and if 
sugar is added (unless sugar is contrain- 
dicated) a food is furnished that readily 
oxidizes and is of benefit to old people. 

Alcohol as a heart stimulant in shock is 
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of no value, but it is of great value as above 
described. Only an ignorant layman pro- 
hibitionist and a hypocritical physician will 
deny the value of a little alcohol in the dis- 
comforts and weakness of old age. 





Serum Prophylaxis of Measles. 


In the Military Surgeon for December, 
1924, SIncLAIR and Avery state that in the 
preparation of the convalescent serum, 63 
measles cases have been under observation, 
of which 29 were selected as donors. 
Measles cases in which there was a doubt 
as to diagnosis, or in which there was a 
complication or other disease present, were 
not used as donors. Blood was drawn from 
these donors about ten days after tem- 
perature became normal, 150 to 200 cc be- 
ing obtained from each, by the usual method 
of vein puncture; the blood was collected 
by aseptic methods into sterile containers, 
clot separated, clear serum removed, freed 
from cells, preserved with 0.25-per-cent 
phenol, and held for use, pending result of 
Wassermann and sterility tests. 

Inoculations were made subcutaneously, 
into the back or upper arm, of 4 cc in 
young children, 8 cc in older children, and 
10 cc in adults. No local or general reac- 
tions occurred from the injections. 

The subjects of these inoculations were 
from several sources—close barracks or 
ward contacts to cases; contacts by reason 
of being brought to hospital in same ambu- 
lance with unrecognized measles cases; 
contacts by reason of being entered as 
suspect measles, not confirmed, and trans- 
ferred to other wards after protective 
inoculation; and also women and children 
contacts in families of cases. 

The protection conferred on these sub- 
jects is probably a transient, passive im- 
munity of but a few weeks’ duration. One 
patient in this series, a seven-year-old girl 
who received 10 cc of serum, developed 
very mild measles fifty-one days after 
inoculation, from a later exposure. Zingher 
Teports a similar subsequent infection 
forty-two days after protection from an 
initial exposure. 

It is of significance that this case of 
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short protection and the adult case of 
failure with mild course were both inocu- 
lated from the same donor, and, though 
this donor had an unquestioned case of 
measles, it is possible that his blood was 
poor in inmmune bodies. In the future all 
inoculations will be made from pooled sera 
of several donors to reduce failures from 
variations in potency of individual sera. 
An active immunity of longer’ protection 
would be highly desirable, but this can at 
present be obtained only by passing through 
disease, which, as experienced in this series, 
may be minimized by aid of convalescent 
serum. 

The success of passive immunization 
against measles suggests that with further 
knowledge of the etiological agent, and 
transmission through suitable animals, an 
immune serum may be developed which 
may overcome the present difficulty of its 
use—the difficulty of obtaining the con- 
valescent serum. It may be also that future 
research on measles virus may develop a 
vaccination method whereby a satisfactory 
and durable active immunity may be con- 
ferred without the incident dangers of 
passing through the active disease. 

Measles convalescent serum was given to 
eighty close measles contacts with 96.2 
per cent protection and to eight cases with 
definite modification of severity of attack. 

This method of protection has distinct 
usefulness as a means of reducing infection 
and complication rate and as an aid in epi- 
demic control, and is especially indicated 
for prevention of cross-infections in hos- 
pital wards and for modifying the severity 
of attack. 





The Nutrition of the Aged. 

In the Medical Journal and Record of 
December 3, 1924, Rose presents an ana- 
lyzed sample maintenance diet. The diet 
furnishes approximately 2400 calories, 
which is quite sufficient for one engaged in 
a life not over active—i.e., for the average 
adult city dweller. It is suitable for a per- 
son with a normal weight of 150 pounds. A 
menu is given for breakfast, luncheon, and 
dinner. The protein content and caloric value 
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of each article of food is indicated. The 
total protein drawn from the non-protein 
foods as well as from protein foods is given 
for each meal and also for the day. In 
modifying this diet by reducing its protein 
content, the caloric value will be likewise 
lowered a sufficient amount. 


SAMPLE MAINTENANCE DIET. 


BREAKFAST: Grams 
Fats— pretein. Calories. 
Butter, one ball or one-third ounce. . 80 
Cream, thin, four tablespoonfuls.... 2 120 
High content carbohydrates— 
SE LSet edb bs bkGebbieeccces coe 2.5 100 
Bread, two slices, 4x4x¥% inch.... 4.6 140 
Sugar, two teaspoonfuls........... 66 
Low content carbohydrates— 
SN a re de ORs gb o- 010.06 1 70 
SNE Lav ihc Wbhe wee cds cocseecdes no value 
Breakfast totals: 
Protein from proteins .......+..++: 0 
Protein from fats and carbohydrates 10.1 
Protein from all sources.......... 10.1 
TE ORES CEEOL STOTT Ce POET TT 576 
LuncHEON: Grams 
Proteins— protein. Calories. 
CHC Ch Gh acua'oo bee wes geeees's 13 160 
Fats— 
Olive oil, two tablespoonfuls....... 74 
NOT: DEES ccd eicsevewss ices 80 
High content carbohydrates— 
Bread, two sliceS..........sseeeee 4.6 140 
Macaroni, two tablespoonfuls...... 2 50 
Sugar, two teaspoonfuls............ 66 
Low content carbohydrates— 
Lettuce, one-half head............ 1 18 
EE, MED Sand ccccretoenessncve 5 75 
Luncheon totals: 
Protein from proteins..........+.+ 18 + 
Protein from fats and carbohydrates 8.1 
Proteins from all sources.......... 21.1 
SEEN 45 cca lanes gh % 64 oN <G00e 663 
DINNER: Grams 
Proteins— protein. Calories. 
Meat, three-tenths pound,5x38x%-in. 34.5 450 
Fats— 
Butter, one-half ball.............. 40 
Cream, two tablespoonfuls......... 1 60 
High content carbohydrates— 
Soup, thickened ...........000--0+ 5.5 160 
PN ONO. GEE, cco sesencccevcecs 2.3 70 
Potato, medium size.............+- 2 90 
Sugar, one teaspoonful............ 83 
Low content carbohydrates: 
Squash, two tablespoonfuls......... 1 40 
Peas, two tablespoonfuls.......... 5 80 
PE NE ae Sawhbepsasadccectwbs 5 75 
Dinner totals: 
Protein from proteins............+ $4.5. 
Protein from fats and carbohydrates 17.3 
Protein from all sources.......... 51.8 
RS EE eee ee ee ees 1098 
Day’s totals: 
Protein from proteins............ 47.5 
Protein from fats and carbohydrates 35.5 
Protein from all sources.......... 83 
ET EER nae Se ey See 2387 
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The fats and carbohydrates should not be 
taken in sufficient quantity to cause gain in 
weight. This, however, is seldom done in 
the later years of life. The best method 
is to limit the most injurious of these, that 
is, sweets and rich desserts. They cause 
the greatest amount of fermentation. In 
this way the diet will be confined largely 
to the simple foods. Butter, three to five 
balls, daily, may be used with whole grain 
bread and potatoes. An ounce or two of 
cream may be used with fruit, or other- 
wise. Those inclined to overweight should 
also limit their amount of bread. The fresh 
breads and those not thoroughly done are 
most likely to cause fermentation. Patients 
suffering from hyperchlorhydria will do 
well to limit their high content carbohy- 
drates at meals when they indulge in meats, 
since the acid gastric juice, a free flow of 
which is stimulated by the meat, checks 
carbohydrate digestion by the alkaline 
saliva. Sweets and meats do not go well 
together. 

The minerals, alkaline bases and vitamins 
must be included in the dietary for the aged, 
although the less the activity the smaller is 
the amount which would be required. Our 
knowledge has not progressed sufficiently 
to enable us accurately to measure these 
elements. When white bread, potatoes, 
cake; milk and cheese are eaten, and the 
amount of greens, vegetables and meat is 
very low, there may be an_ insufficient 
amount of iron in the dietary. The tend- 
ency is rather to feed the aged on a vegeta- 
ble diet. This provides for iron particularly 
if it includes the greens, such as romaine, 
spinach, dandelion, and beet tops. If, on 
the other hand, they are placed on a semi- 
soft diet without the green vegetables, they 
are in danger of this form of deficiency. 
The vegetable diet is again valuable in fur- 
nishing akaline bases and vitamins as well 
as other minerals besides iron. We cat- 
not speak with authority as to the possibil- 
ity of excesses in these classes of foods. 
Perhaps information on this subject may be 
developed in the near future. 

The best dietary for the aged is obtained 
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by modifying the diet for normal adults to 
suit the lessened activity and vitality of 
advancing years. 

By preventing excesses in meats, sweets, 
seasonings and the total quantity of food 
we avoid much sickness among the aged 
and add to their comfort as well as to their 
years. 

We must also caution them against a 
single indulgence in overeating, such as 
they may be tempted to commit at the ban- 
quet or the Thanksgiving feast. There are 
many fatalities due to this cause. 

We must provide the essential elements 
in the diet. A vegetable diet with some 
milk or cheese, perhaps meat in the place 
of milk and cheese twice a week, is satis- 
factory. 

The protein content is determined by 
reference to accompanying tables. The 
Chittenden standard is used. Fats and car- 
bohydrates sufficient to keep the weight are 
allowed, the sweets and rich desserts being 
avoided. 





The Expectation of Life After a 
Recovery from an Empyema. 
The Lancet of December 27, 1924, 
states that there is still some uncertainty, 
from the life insurance point of view, about 


the future of persons who have recovered © 


from a non-tuberculous pleural empyema. 
It is believed in some quarters that these 
persons are more likely to develop pulmon- 
ary tuberculosis than others, and that for 
this reason they are not acceptable as first- 
class lives. Some life insurance societies 
attach the same prognostic significance to a 
history of non-tuberculous empyema as 
they do to one of serous pleurisy, and in so 
doing they bracket the former with one of 
the most ominous precursors of pulmonary 
tuberculosis. For, as Allard and Koster 
have shown, over 42 per cent of persons 
with a history of serous pleurisy develop 
pulmonary tuberculosis within sixteen years 
of the onset of the pleurisy. 


But are we justified in lumping purulent - 


and serous pleurisy together as far as the 
expectation of life is concerned? The 
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answer is in the negative, to judge by a 
paper recently published by Saltzman and 
Sievers. They investigated in 1922 and 
1923 the subsequent fates of the patients 
treated in the period 1902-1912 for empyema 
in two surgical hospitals in Helsingfors. 
They excluded from their investigations the 
cases terminating fatally in hospital and 
those which were already of a tuberculous 
character, confining themselves to the cases 
in which a complete recovery was effected 
as far as the empyema was concerned. 
There were 201 such cases, the subsequent 
fate of 128 being ascertained from ten to 
twenty years after discharge from hospital. 
In most of these cases the empyema had 
been acute, presumably metapneumonic. A 
comparison of the deaths among these pa- 
tients with the expected death-rate of the 
total population at the same age showed that 
the mortality among these ex-empyema 
patients was about 20 per cent above nor- 
mal. This rise in the mortality rate began 
about five years after the empyema was 
contracted and continued during the fol- 
lowing five years; ten years after recovery 
from an empyema it would seem that the 
expectation of life is practically the same 
as for the total population. This increased 
mortality did not seem to depend much, 
if at all, on tuberculosis; among the 128 
patients who were traced, there were 19 who 
were found to have died, and of these 19 
only three were certainly known to have 
died of tuberculosis. There were, however, 
five deaths due to unknown causes which 
in one case may have been tuberculosis, but 
four tuberculosis deaths out of a total of 
19 deaths is not a comparatively high tuber- 
culosis rate, at any rate in Helsingfors, 
where, in 1916, 26.5 per cent of all the 
deaths were due to tuberculosis. 

To illuminate the problem from another 
angle, Saltzman and Sievers have investi- 
gated the case records of 3557 patients 
treated in a sanatorium for pulmonary 
tuberculosis. In only four of these cases 
was there a record of an empyema develop- 
ing before the onset of signs of pulmonary 
tuberculosis. Paradoxical as it may seem, 
the ultimate prognosis, according to the 
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investigations of these Scandinavian au- 
thorities, including Allard and Koster, is 
much worse for a simple serous pleurisy 
requiring no operative treatment, or merely 
aspiration, than it is for the patient who 
recovers from a stormy purulent empyema 
necessitating the intervention of the surgeon. 





The Treatment of Postinfluenzal 
Asthmatic Bronchitis. 
In California and Western Medicine for 
December, 1924, Hurwitz makes an ex- 
haustive report on postinfluenzal bronchitis 


with or without symptoms of broncho-— 


spasm. He says it is a frequent sequel of 
epidemic influenza. 

He believes the condition to result- from 
secondary infection of a congested and 
edematous bronchial mucous membrane 


with a streptococcal flora containing, in the 
main, four types of these organisms. 
Vaccination of such patients, over a 
shorter or longer period, with carefully pre- 
pared and properly administered autog- 


enous vaccines containing these organisms 
gives results when all other methods of 
treatment have failed. 

A successful therapeutic result would 
seem to depend not so much upon the age 
of the patient and the duration of symp- 
toms as upon the absence of irreparable 
damage in the lungs and bronchi. 





The Treatment of Vertigo. 


In the Lancet of December 6, 1924, 
Ramssottom tells us that vertigo unasso- 
ciated with aural disease may be the result 
of disturbance of afferent impulses from 
sources other than the labyrinth. This is 
probably the explanation of vertigo oc- 
curring when a person walks from a hard 
on to a soft surface, resulting in a disturb- 
ance of afferent impulses received by the 
cerebellum from the deep structures—e.g., 
joints. Again, vertigo may be due to 
ocular disturbances, generally the result of 
paralyses of external eye muscles associated 
with diplopia, but in a few cases in which 
there is no paralysis and in which dizziness 
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with headache occurs after prolonged use 
of the eyes, it would appear that the dizzi- 
ness is due to some error of refraction, for 
cases occur in which examination of the 
eyes has revealed some error of refrac- 
tion, and the wearing of suitable glasses 
has benefited the condition. 

Neurotic vertigo is fairly common, such, 
for example, as vertigo occurring in certain 
individuals when they get into a crowd or 
into a large open space, or when they find 
themselves in a confined place, such as a 
theater. Fear, no doubt, plays an important 
part in these cases. Patients with neurotic 
vertigo rarely fall. This type is best treated 
in the general lines laid down for the treat- 
ment of neurasthenia aided by some seda- 
tive drug such as bromide of potassium 
or sodium and valerian. Vertigo occurring 
with epilepsy and migraine calls for no 
special treatment outside that employed 
for the relief of the nervous condition with 
which it is associated. In migraine the 
eyes must be carefully examined for some 
error of refraction, and any error found 
corrected with suitable glasses. In many 
cases no other treatment is necessary. In 
others considerable benefit may be derived 
by taking a pill of quinine, gr. j, twice a 
day, combined with a diet restricted in 
animal food and strict instructions to the 
patient to eat sparingly. Where the attacks 
of migraine occur at fairly regular inter- 
vals he believes that, in addition to the 
above treatment, luminal, gr. ij, each night 
for a few nights -before an attack is ex- 
pected, is beneficial. 

Vertigo is also associated with certain 
organic diseases of the central nervous 
system, but he knows of no special treat- 
ment which affords relief in these cases. 
It occurs notably in cerebellar disease, when 
it may be central in origin or due, as in 
cases of cerebral tumor, to a general in- 
crease in the intracranial pressure. It may 
also be met with in disseminated sclerosis 
and in general paralysis of the insane. 
Giddiness is a symptom commonly com- 
plained of in all forms of anemia, and does 
not call for any treatment other than that 
employed for the relief of the anemia. 
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Another common cause of vertigo is some 
gastrointestinal disturbance, such as dys- 
pepsia and constipation. It is probably due 
to the sudden discharge into the blood- 
stream of poisons manufactured in the 
alimentary tract, and is relieved by giving 
calomel, gr. v, followed by a saline purge. 
Toxic vertigo due to alcohol and tobacco is 
well recognized and is relieved by remov- 
ing the cause. 

Perhaps the commonest cause of vertigo is 
some disturbance in the intracranial circu- 
lation resulting in either hyperemia ‘or 
anemia of the brain. Cerebral hyperemia 
is probably the explanation of the giddiness 
which occurs associated with hot flushes 
at the menopause, though in most instances 
where vertigo is due to disturbances in the 
cerebral circulation it is the result of anemia 
of the brain consequent upon sclerosis of 
the cerebral arteries. Associated with the 
vertigo in these cases there is usually a high 
blood-pressure, but in a few cases, owing 
to myocardial degeneration, the blood-pres- 
sure is below normal. In either case, when 


the vertigo is severe it is a grave omen. In 
the one type it is often the forerunner of 
a stroke, and in the other of sudden cardiac 


failure. The treatment is somewhat differ- 
ent in the two types of cases. 

Where the blood-pressure is high the 
patient should avoid all strenuous mental 
and physical effort; if possible he should 
retire from active business. He should be 
warned against stooping or sudden altera- 
tions in position, but gentle exercise should 
be allowed. The diet should be restricted 
as regards meat, and two or three days a 
week should be meatless. Any meat that 
he takes is better grilled or cut from a joint 
rather than stewed. Beef tea, gravies, and 
meat extracts should be forbidden. The 
bowels should be kept relaxed but not 
purged. Suitable aperients are phenol- 
phthalein, 2-4 gr., phenolax, 1 or 2 wafers; 
in certain cases a small dose of a saline 
aperient taken each morning is most bene- 
ficial. The object should be to produce two 
relaxed evacuations daily rather than an oc- 
casional purging. Alcohol and tobacco must 
be used only in moderation. Iodide, either 
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as potassium iodide or in the form of 
iodalbin, iodicin, or collosol iodine, is, he 
believes, the most useful drug in this type 
of case. It should be given in moderate 
doses over a long period. In some severe 
cases he has seen benefit derived from tak- 
ing iodalbin, gr. v, three times a day and 
erythrol tetranitrate, gr. %, night and 
morning. 

Where the blood-pressure is low exercise 
must be more curtailed, but the same rigid 
precautions are not necessary as regards 
the diet ; in fact, it is better to allow meat to 
be taken daily. These cases are more diffi- 
cult to relieve than are those with a high 
blood-pressure. Medicinal measures are 
disappointing, though some patients are 
benefited by giving iodide in some form 
in moderate doses three times a day and a 
digitalin granule, 1/600 gr. (Nativelle), 
night and morning. 





Therapeusis by Intraperitoneal 
Injections in Infancy. 

In the Virginia Medical Monthly for 
December, 1924, Oast states that the indi- 
cations for therapeusis intraperitoneally 
depend entirely on the substance to be in- 
jected. The indication for normal saline 
would include any condition requiring fluid, 
or accompanied by dehydration. These 
injections have found their greatest field 
of value in those gastrointestinal diseases 
where the loss of fluid is great, due to 
vomiting and diarrhea. 

The intraperitoneal route in the admin- 
istration of antitoxin would be indicated in 
those cases of diphtheria requiring a more 
rapid effect than is obtained by the intra- 
muscular injection, and where it would be 
impractical to inject directly into the vein. 

The indication in blood transfusion, for 
the intraperitoneal method, would be in 
those patients requiring a true transfusion 
in whom the intravenous route was not 
available, due either to small caliber of 
veins, or to the closure of the fontanel. 

That this procedure is practically devoid 
of danger is attested by the rapid popular- 
ity it is attaining as a route for therapeusis. 
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It is almost impossible for the needle to 
enter the gut, if properly inserted. Mitchell 
proves this point by noting the difficulty 
experienced in attempting to puncture the 
gut at autopsy with the size needle used in 
these injections. It is, however, necessary 
to make sure that the bladder is empty and 
that no distention is present. Peritonitis 
and shock have been reported following 
intraperitoneal injections, but only in a com- 
paratively few instances. 

These complications must be exceedingly 
rare, for at the Children’s Hospital in 
Philadelphia these injections were given 
routinely in dehydrated infants, and not in 
a single case were these conditions encoun- 
tered. There is some danger of peritonitis 
when injecting infants who are afflicted 
with furunculosis, yet with a little added 
care and a scrupulous technique this should 
not be an absolute contraindication. Mit- 
chell mentions the undesirability of using 
this route following recent abdominal op- 
erations, such, for instance, as pyloric ste- 
nosis. It is evident that in these cases we 
might expect to get sloughing of the stitch 
wound by the distention and do more harm 
than the injection would do good. 

In administering antitoxin intra-abdom- 
inally we experience the same phenomena 
attending such injections by any of the 
other routes, except that the chance for 
reaction is by no means as great as in the 
intravenous. We would do well to follow 
the usual precautions of injecting a small 
amount and waiting to see if there is 
anaphylaxis. The late manifestations, such 
as urticaria, occur in about the same pro- 
portion of cases as by the other routes. 

The attending danger in intraperitoneal 
transfusion is that of any transfusion, and 
one that can be greatly minimized by pre- 
viously typing the blood of donor and re- 
cipient. Sansby and Siperstein in their 
series of cases reported no alarming symp- 
toms following this method. 

There are two methods of giving these 
injections, known as the syringe method 
and the gravity method. Both are safe— 
the use of one or the other depending on 
the rapidity desired in the flow of fluid into 
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the abdominal cavity. Porter and Carter 
give a clear description of these methods, 
from which Cast quotes freely. 

Make sure there is no distention and that 
the bladder is empty. Then enfold the in- 
fant’s pelvis and legs in a large towel 
which should be snugly pinned. Restrain 
the arms across the chest in the same man- 
ner and lay the infant on the back. The 
operator should employ the strictest surgical 
asepsis, including scrubbing up and wear- 
ing rubber gloves. The abdomen is then 
cleansed with green soap, followed by 2-per- 
cent iodine and 50-per-cent alcohol, and 
draped with sterile towels. Next pick up 
a fold of skin and integument of the abdo- 
men about one-third the distance from the 
umbilicus and the symphysis, with the 
thumb and finger of the left hand, inserting 
the needle in an upward direction, and in 
the midline, through the abdominal wall 
(needle of 18 gauge, beveled at 45 degrees). 
The fluid is then injected slowly. No harm 
is done by dropping the base of the needle 
on the abdomen each time disconnection is 
made in order that the syringe may be re- 
filled. 

If one desires to use the gravity method, 
the container with the fluid is suspended 
two feet above the level of the site of in- 
jection. The fluid is started flowing through 
the tube, and if at body temperature, the 
needle is inserted. 

The technique described applies particu- 
larly for the injection of saline solution, 
though it can be used equally as well for 
the antitoxin or for the blood. 

It is important to remember that any 
fluid injected into the peritoneal cavity 
should be at body temperature, and that a 
sterile dressing should be applied following 
the injection. In using diphtheria antitoxin, 
one can use it concentrated, or diluted by 
adding 8 to 10 cc of normal saline solution. 

In intraperitoneal transfusion, Sansby 
and Siperstein advocate using 10 cc of 
freshly prepared 2-per-cent sodium citrate 
to every 100 cc of donor’s blood, which 
should be kept at body temperature. Then 
strain through sterile gauze and inject im- 
mediately. 














A review of the literature reveals the fact 
that the intraperitoneal route offers a sim- 
ple, safe, effective, and comparatively rapid 
avenue for administering therapeutic agents ; 
that to date the substances available for in- 
jection are limited to: 

I. Solutions, as salines, glucose, Ringer’s, 
bicarbonate of soda. The best results are 
reported from the use of normal saline 
solution. 

II. Antitoxin in diphtheria, which can 
be used either concentrated or diluted. 
While there is no mention of tetanus anti- 
toxin having been injected intraperitoneally, 
there seems to be no contraindication for 
its use, or for that matter of any non-irri- 
tating substance. 

III. Blood. Both whole blood and cit- 
rated blood have been used, but clinical 
reports favor using the citrated blood for 
injection into the abdominal cavity. 


Pituitrin in Obstetrics. 

In Southern Medicine and Surgery for 
January, 1925, ANDERSON asserts that pitui- 
trin in the hands of the skilful obstetrician 
is, he believes, one of the most valuable 
oxytoxics we have, and yet there is no 
agent fraught with the dangers of this drug 
in the hands of the ignorant and careless. 
Time was when no parturient was needed 
or necessary, when women lived in rural 
districts, worked in the home and field and 
took lots of outdoor exercise, when corsets 
and brassieres were unknown and the figure 
was allowed to develop along physiological 
lines ; but now that most of our women have 
moved to the cities and live more or less 
sedentary lives, labor rarely comes on with 
the hale and hearty contractions of old days. 
Therefore, it seems to him that pituitrin is 
a boon to the obstetrical doctor and a great 
relief to the parturient mother. 

Pituitrin should rarely be used in the first 
stage of labor, and when so given, in small 
doses, say two or three minims hourly until 
full dilatation shall have been achieved. He 
believes that full dosage after full dilatation 
1s without danger to either mother or child, 
where the pelvis is normal, when there is 
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no obstruction and no great disproportion 
of the fetal head. 

Pituitrin is of decided value in uterine 
inertia, primary or secondary, and in post- 
partum hemorrhage. Its greatest value is 
in the uterine inertia occurring in the 
second stage of labor. Here, in many in- 
stances, its action is little short of wonder- 
ful. Many women are able to dilate the 
cervix, but make-no further progress, or 
may fail to engage a head in a slightly con- 
tracted pelvis, or may slightly advance the 
head through the birth canal, or even bulge 
the perineum, and then succumb to exhaus- 
tion. For one reason or another it is the 
second stage of labor which has brought 
about exhaustion, so fatal to our hoped-for 
spontaneous deliveries. It is in these cases 
that pituitrin shows its remarkable qualities, 
terminating, sometimes in a few minutes, 
cases which have dragged on for a long time 
with no indication of advancement, or 
quickly changing a slow and exhausting 
labor, with the pains weak and far apart, 
into forceful, efficient, bearing-down pains. 
Through its agency many of the cases that 
would linger for hours, and then possibly 
necessitate the use of instruments, are ter- 
minated in a short time with no harm to 
either mother or child and no more effort 
on the part of the physician than the giving 
of an ordinary hypodermic injection. 

The drug has a much larger field of use- 
fulness in multipare than in primipare. 
In primipare there is usually more obstruc- 
tion, and the tight perineum is too easily 
torn to allow of a rapid delivery. 

Of the three methods of administration, 
he prefers the subcutaneous or intramuscu- 
lar, having never given it intravenously; 
however, this method may be highly advan- 
tageous in postpartum hemorrhage. Per 
orem it is said to be without effect. The 
drug does not always simulate normal con- 
tractions, but more nearly approaches it 
than any agent we know of. 

He has been told by patients that some 
physicians have called on them in labor and 
administered pituitrin before making an ex- 
amination. He considers this dangerous and 
criminal practice and should never be in- 
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dulged in. In some patients the drug 


proves inert. When pituitrin acts its most 
beautiful effect is in that class of cases in 
which one has full dilatation and no con- 
Sometimes a few minims will 
turn the trick, thus saving many hours of 
useless waiting and anxiety. 


tractions. 





The Influence of Alkalies on the Secre- 
tion and Composition of Gastric 
Juice. 

In the American Journal of Physiology 
for January, 1925, Boyp reports that in 
dogs the feeding of sodium bicarbonate, in 
amounts up to 1 gramme per kilo body 
weight per day, produces no diminution 
in the average quantity or acidity of gas- 
tric juice. The rate of secretion becomes 
more irregular, and the occasional depres- 
sion which occurs is usually accompanied 
by symptoms of gastrointestinal irritation. 

When the diarrhea is controlled by 
combining sodium bicarbonate and calcium 
carbonate in equal amounts, the secretion is 
not appreciably depressed until the dosage 
exceeds 3 grammes of the mixture per kilo 
body weight per day. 

There is evidence that such a dosage of 
alkali produces a considerable diminution 
in the blood chloride content. This may 
account, in some degree, for the depressing 
effect of large doses on gastric secretion. 

The depression produced by feeding al- 
kalies in large doses does not outlast the 
period of administration. Hypersecretion, 
lasting for several days, usually follows the 
discontinuance of the alkali. 





Whooping-cough. 

In the Boston Medical and Surgical Jour- 
nal of January 8, 1925, ManseN tells us 
that in the total material from this epidemic 
he finds 2094 vaccinated patients with 5 
deaths, and 627 non-vaccinated with 18 
deaths. The mortality among the non- 
vaccinated is twelve times as great as 
among the vaccinated, and the attacks 
are much more severe. Vaccination is, 
as a rule, most effective when given about 


a week before the disease breaks out. 
Some students of the question claim that 
the effect is greatest in patients showing a 
strong reaction at the point of injection. 
There may be some connection between this 
fact and the curve showing the formation 
of antibody in those vaccinated which he 
has shown, and from which it appears that 
the culmination is reached just a week after 
the last injection of the vaccine. 

Another question, and one which he 
does not discuss in his paper, is as to 
whether this effect of the whooping-cough 
vaccine really is specific, or whether it is 
merely due to a protein effect of the in- 
jected bacilli. 

Summarizing briefly what he has to pre- 
sent, he says: 

Whooping-cough is in the lead among 
those children’s diseases which it is our 
duty to combat. Statistics prove this only 
too clearly. 

One of the weapons at our disposal is the 
bacteriological diagnosis which should be 
established and used in the same way as the 
bacteriological diagnosis of diphtheria and 
other infectious diseases is used. He does 
not know to what extent this is the case 
in the United States, but in Europe he be- 
lieves that the diagnostic station in Copen- 
hagen is the only one where physicians 
employ these methods regularly and on a 
large scale. An understanding use of this 
diagnosis would lead to an early isolation 
of the infected individuals or to the re 
moval of particularly exposed children, 
especially infants, so long as the danger of 
infection continues—that is to say, about 
four weeks after the spasmodic cough has 
commenced. Complete isolation of all 
whooping-cough patients is, of course, out 
of the question; we must content ourselves 
with protecting those who are especially 
endangered, and first of all children under 
one year of age. 

His experience in vaccinating for whoop- 
ing-cough challenges him to use that method 
of treatment to the widest possible extent 
as soon as a whooping-cough epidemic 
threatens. The health authorities must be 
on the watch for the first signs of its com- 
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ing. Everything seems to indicate that we 
are able to change the character of the in- 
fection to a much milder form. It seems 
advisable to vaccinate as early as possible 
even after the disease has broken out; in 
such cases, just as when quick action is 
necessary, the vaccine should be given in 
greatly increasing doses five days in succes- 
sion as described above. 

Shall we do away with whooping-cough 
entirely? Of course that is our future ideal, 
as it is for other infectious diseases whose 
evil effects are gradually diminishing, thanks 
to the many remedies science now places 
at our disposal. However, as long as there 
is no chance of our banishing these diseases 
from every country of the world, we must 
be careful not to banish them from a single 
country, for, by so doing, we run the risk 
of experiencing what we have observed 
under the measles epidemic on the Faroe 
Islands—when a disease finally returns after 
a long absence, it attacks young and old 
without discrimination, and readily assumes 
that pernicious character so often observed 
in diseases among a “virgin population.” 

For the present, at least, it is far better 
to retain the epidemics under the form of 
“children’s diseases” whose attacks render 
the entire population practically immune— 
and, as he asserts in the case of whooping- 
cough, that we have a remedy which takes 
the poison out of its sting. 





Treatment of Gonorrheal Ophthalmia 
by Injections of Milk. 

In the United States Naval Medical Bul- 
letin for January, 1925, Hooker tells us 
that so discouraging was the treatment of 
gonorrheal ophthalmia in Haiti that any in- 
novation tending to improve the usual method 
of treatment was welcome. In 1915 
Schmidt of Prague had advocated the use 
of foreign protein injections for ocular 
disease, using cow’s milk for this purpose. 
Since Schmidt’s first report on the use of 
milk injections it has been used by many 
ophthalmologists, often with striking bene- 
fit, especially in iritis, iridocyclitis, and 
gonorrheal conjunctivitis. 

The usual method of procedure has been 


to inject intramuscularly from 3 to 15 cc 
of fresh cow’s milk previously sterilized by 
boiling. In most cases the injection was fol- 
lowed by a rise of body temperature with 
general malaise, which usually subsided 
within eight hours. The course of the milk 
fever shows but little variation except in 
its intensity and the degree of temperature. 
Either no fever at all followed the injection, 
or the temperature rose to 100°, 101°, and 
102° F. Following the injection, marked 
subjective and clinical improvement could 
be noted in cases showing reaction. 

In a study of the active agents in milk 
Barkan and Nelson of San Francisco found 
that the variation in reaction following milk 
injection was due to the bacterial content 
of the milk used. Their report which ap- 
peared in the Journal of the American 
Medical Association of January 19, 1924, 
offered an incentive for trying this treat- 
ment on the cases of gonorrheal ophthalmia 
in Haiti. 

Ten cases treated in the hospital with 
iced compresses, instillations of a silver salt, 
boric acid solution irrigations every fifteen 
minutes or as indicated, required on the 
average ten days to become free of the 
gonococcus and sixteen days for recovery. 

Ten other cases, in addition to the above 
treatment, were given, according to age, 
from 3 to 10 cc of whole cow’s milk boiled 
for thirty minutes. Ten cubic centimeters 
were used as the standard adult dose.. The 
injections were given deeply into the gluteal 
region at 11 a.m. The temperature in each 
case began to rise on an average in two 
hours, and reached its maximum height in 
four hours, and would still be present after 
ten hours. About six hours after the injec- 
tion the patient would complain of slight 
malaise and headache, and the ocular and 
palpebral conjunctiva would show marked 
congestion. The average rise of tempera- 
ture was to 101° F. 

The morning following the injection the 
temperature would be normal, the patient 
without discomfort, and the conjunctiva 
would appear dry and crusty. Injections 
were repeated every second day until all eye 
symptoms had subsided. 
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Negative smears were invariably obtained 
on the fourth day. Usually by this time the 
conjunctiva showed only a slight injection, 
which soon disappeared. 

The cases treated in the hospital in this 
manner improved so rapidly that it was de- 
cided to employ it in the out-patient depart- 
ment, using the milk injections alone. 

At the time of the first injection the in- 
fected eye was washed out with warm boric 
acid solution. No attempt was made to 
prevent infection of the other eye. Each 
patient reported for another injection every 
other day. Usually on the morning follow- 
ing the second injection the smears from the 
infected eye would be negative for the 
gonococcus. 


The following comments on the results’ 


obtained by this method of treatment may 
be of interest : 

1. Ten cases treated by routine hospital 
method with special nursing, and no milk 
injections, gave a negative smear for the 
gonococcus on an average of ten days. 
Able to leave hospital for work in sixteen 
days. 

2. Ten cases treated in routine way, but 
with milk injections in addition, gave a 
negative smear in four days and were able 
to perform their usual work in six days. 

3. Thirty-two cases treated by milk injec- 
tions, and no other care, gave negative 
smear on an average of four days. Re- 
covery on an average of six days. 

4. The time for recovery is the same as 
for the cases treated in the ward, with spe- 
cial nursing and extra care. 

5. A most remarkable observation is that 
not a case of cross infection occurred from 
the diseased eye to the clean eye. The 
writer has seen cases wipe the pus from one 
eye, and then wipe the normal eye with the 
same cloth. Most of his cases, however, 
have both eyes infected before they come 
for treatment. 

6. The youngest case was a child of two 
years. Children respond to milk injections 
far better than adults, as the local symp- 
toms are more severe, but usually subside 
following the first injection. 

The excellent results which came from 
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the milk injections at first led Hooker to be- 
lieve that the gonococcus of Haiti was not 
of a very virulent strain; but on further 
observation that opinion was changed, be- 
cause when a white man becomes infected 
with the gonococcus in Haiti the result is 
as severe as any infection which is met with 
in the States. 

Barkan and Nelson have shown that 
only milk of high bacterial count will give 
results, and to quote from Key’s discussion 
ot their paper: “In Vienna there has been 
an undercurrent of feeling for some time 
that the dirtier the milk the more efficacious 
its influence.” That is undoubtedly why he 
has met with such success in the treatment, 
for the writer knows of no country in the 
world where the milk is handled with such 
carelessness as in Haiti. It is just teeming 
with bacteria when it is delivered; usually 
an examination shows 3,500,000 bacteria to 
the cubic centimeter. 





Schick Tests and Toxin-antitoxin 
Immunization. 


In the Journal of the American Medical 
Association of January 17, 1925, Crooxs 
records that the various reports on the 
Schick test and toxin-antitoxin immuniza- 
tion done at the John McCormick Institute 
for Infectious Diseases have been sum- 
marized to date. 

Shick tests on 808 persons, mainly nurses 
and medical students, gave 563, or 69.6 
per cent, positive reactions, and 245, or 
30.3 per cent, negative reactions. 

In a total of 651 persons whose residence 
was known, 363, or 79.9 per cent, of 454 
classed as rural gave positive reactions; of 
197 classed as urban, 100, or 50.7 per cent, 
gave positive reactions. 

Of the 808 persons tested, 685 were fe- 
males with 486, or 70.9 per cent, positive; 
123 were males with 77, or 63.6 per cent, 
positive. 

Two hundred and fifty-two young adults 
with Schick positive reactions have been 
given toxin-antitoxin injections. Of 156 
returning for a final Schick test from three 
to six months later, 144 have become Schick 
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negative and twelve have remained Schick 
positive. 

Among seventy receiving the 3 L+ toxin- 
antitoxin mixture, there were eleven severe 
reactions ; in fifty-seven receiving the 0.1L+ 
dose there was one severe reaction. The 
immunizing property of the two mixtures 
is about equal. 

Toxin-antitoxin immunization has re- 
duced the diphtheria rate among nurses at 
the Durand Hospital from 13 to 0.53 per 
cent. The routine testing of prospective 
nurses and the immunization of those who 
were susceptible have practically removed 
diphtheria from the causes of sickness 
among nurses in a hospital devoted to 
treating contagious diseases. 





The Electrocautery for Lacerations and 
Chronic Infections of the Cervix. 

In the American Journal of Obstetrics 
and Gynecology for January, 1925, MILLER 
states that for the last several months he has 
been treating such conditions in his office, 
particularly those following childbirth, with 
the electrocautery. Our readers will recall 
that Kelly has done likewise. At the rou- 
tine examination about ten weeks after de- 
livery there is often found a slight or mod- 
erate laceration with a mild degree of endo- 
cervicitis. He has already pointed out that 
if such a condition is allowed to persist it 
will lead ultimately to inflammatory changes 
with cystic degeneration and then to the 
whole vicious circle of distressing symp- 
toms, and at last an operation with only 
partially satisfactory results. Recently in 
such cases he has been using a small electro- 
cautery, similar to the one used by the nose 
and throat men, the degree of cauterization 
depending entirely on the degree of change 
which has already occurred. In the average 
case it means burning down the excessive 
gtanulations resulting from the eversion, 
which allows the squamous cells from the 
vaginal surface of the cervix to heal over 
the everted portion. If more than the aver- 
age amount of trauma exists he makes three 
or four linear incisions on both the everted 
anterior and posterior lips. This procedure 
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is easily carried out after anesthetizing the 
affected area with a 4-per-cent cocaine solu- 
tion and inserting a small tampon of the 
same solution into the cervical canal for a 
few minutes, or it can be done without any 
anesthesia at all if the vaginal surface of 
the cervix can be avoided. 

The patient is told to return in two 
weeks, at which time a similar treatment is 
usually given, and she is discharged for six 
weeks. In the majority of cases at the end 
of this time the condition is practically 
normal except for the lacerations, which are 
not pathologic in themselves. The erosion 
has disappeared, the squamous epithelium 
from the vaginal surface of the cervix has 
spread over the everted areas, forming a 
smooth, glistening, healthy coat, and the 
discharge is practically gone. Subinvolu- 
tion, which is associated with many of these 
conditions, is always markedly benefited. 
The condition is quite as healthy and the 
amount of scar tissue as little as could pos- 
sibly be created by any type of plastic 
operation. 

In some cases, naturally, too extensive a 
cauterization is necessary to permit of its 
being done at the office, in which case the 
patient is anesthetized at the hospital and 
the larger cautery used for a more extensive 
destruction of the glandular elements. If 
the tear extends up into the parametrium 
and is too extensive for simple cauterization 
to be effective, he has found that this treat- 
ment previous to the plastic operation puts 
the tissues in better condition for immediate 
union with permanent results and reduces 
the chances of a chronic discharge by pre- 
viously destroying the foci of infection. 

There is much to be said in favor of the 
method. It is so simple and so free from 
after-effects that it is a reasonable office 
procedure. It spares the patient much in- 
convenience and suffering as well as the 
expense of a long hospital stay. It has 
markedly reduced the number of plastic 
operations he is performing, and so far 
results have been uniformly satisfactory. 
He is coming more and more to believe that 
in these conditions the best surgery is no 
surgery at all, and certainly we are laying 
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less emphasis on the cases in which opera- 
tion once seemed inevitable. The method, 
of course, is not a new one; it was advo- 
cated many years ago by Hunner, and has 
been used in the operating room more or 
less ever since. With its application to 
office practice, however, he believes that we 
are in a fair way to relieve many more of 
our chronic cases with less inconvenience 
and expense to them and with more satis- 
faction to ourselves than was ever the case 
in the old days of local medications and ex- 
tensive surgery. 





Pitfalls in the Diagnosis of Diabetes. 


In the American Journal of the Medical 
Sciences for January, 1925, JoHN states 
that the finding of glycosuria alone is not 
a sufficient basis for the diagnosis of dia- 
betes. If glycosuria is innocent then it is 
due to a low renal threshold or to an over- 
flow of glucose as the result of a very heavy 
carbohydrate meal. On the other hand, if 


glycosuria is due to diabetes it is not inno- 
cent, and therefore the presence of glyco- 


suria should be considered an indication for 
the institution of such procedures as will 
determine its cause in the individual case. 
All that is required in such a case is to 
instruct the patient to eat a heavy carbo- 
hydrate meal and to present himself at the 
office exactly three hours thereafter for a 
blood-sugar estimation and urine examina- 
tion. If the individual is normal, there will 
be no hyperglycemia, because, in a normal 
individual whose tolerance for carbohydrates 
is unimpaired, the blood-sugar content will 
be normal or subnormal. On the other hand 
if at the end of the three-hour postprandial 
period the blood sugar is above the riormal 
level, the patient is definitely a diabetic 
whether or not there be sugar in the urine. 
Thus, for diagnostic purposes, the three- 
hour postprandial blood-sugar estimation is 
of much more importance than the fasting 
blood-sugar estimation. 

The length of time since the last meal 
should always be considered when blood is 
taken for a general estimation, since the 
blood-sugar content varies during the day 
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and a postprandial rise may be misinter- 
preted as a result. In the continued study 
of a case it is essential that the blood be 
taken always at the same periods with ref- 
erence to meals, the test always beginning 
with a fasting blood-sugar estimation. 

As has already been emphasized, a fast- 
ing blood-sugar estimation alone is not of 
diagnostic value, since in even a severe case 
of diabetes the blood sugar content may be 
normal if the patient is on a proper diet. 
Due to this very fact some of his own cases 
have been misinterpreted in other labora- 
tories, where, since the fasting blood sugar 
was found to be normal and glycosuria not 
present, the patients were told that they 
did not have diabetes. As a result these 
patients returned a few months later in 
such an advanced stage of diabetes that 
the administration of insulin was required. 
As the result of an error of this nature, a 
comparatively mild case of diabetes may 
become a severe case. 





The Elimination of Eclampsia as a 
Complication of Pregnancy. 


In the American Journal of Obstetrics 
and Gynecology for January, 1925, MILLER, 
in briefly summing up his paper on this sub- 
ject, states fhat there are very few if any 
deaths from eclampsia without preceding 
signs and symptoms, which could have been 
discovered by constant and careful watch- 
ing. 

It is imperative that the doctor who as- 
sumes the responsibility of an obstetrical 
case should see and examine his patient not 
less than once in two weeks in the early 
part, and weekly in the last two or three 
months, of pregnancy. 

It must be true that women with eclamp- 
sia who barely recover have lesions in the 
liver, kidneys, and perhaps the heart and 
brain which are permanent. These may or 
may not seriously affect the health of the 
patient subsequently. 

In cases of preéclamptic toxemia indi- 
cated by albuminuria, high systolic blood- 
pressure, slight edema, headaches, and 
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digestive disturbances, it is our duty to en- 
deavor by rest in bed, milk, or markedly 
restricted diet, colonic irrigations, purga- 
tion, etc., to control the toxemia; and in 
case of failure to do this to promptly end 
the pregnancy. To wait for albuminuric re- 
tinitis, marked edema, partial suppression 
of urine, is rashly jeopardizing the chances 
of living in the mother without correspond- 
ingly improving the prognosis for the child. 

It will be his endeavor in the future to 
allow no patient under his control to come 
to that stage of toxemia which is now 
termed eclampsia. 





The Leucocytic Picture of Catarrhal 
Jaundice. 


In the American Journal of the Medical 
Sciences for January, 1925, THEWwLIs and 
MmppLETON state leukopenia is an almost 
constant blood finding in uncomplicated 
catarrhal cholangitis. In a certain percent- 
age of cases it may precede the appearance 
of the jaundice. In cases followed long 
enough a definite postfebrile, reactive leu- 
cocytosis is remarked. 

The polymorphonuclear neutrophiles suf- 
fer more than any other white-blood ele- 
ment in the primary depression. 

This disproportionate decrease of the 
neutrophiles leads to a relative lympho- 
cytosis, but the actual number of these 
elements is decreased as a rule. 

The large mononuclear cells alone appear 
to be constantly increased in catarrhal jaun- 
dice. 

In moderate cases a return to the normal 
numerical and differential counts occurs 
within two weeks. 

From a practical standpoint these data 
should serve as important diagnostic cri- 
teria. Prognosis in catarrhal jaundice may 
be guided by the degree of the leukopenia 
and the trend of the leucocytic curve. As 
has been intimated, the degree of leucocytic 
depression is frequently in direct ratio to 
the severity of the underlying condition. 
Furthermore, the lowering of resistance 
incident to a decrease in the leucocytes in 
¢atarrhal cholangitis must impress the prac- 
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titioner with the necessity for the protec- 
tion of such individuals from exposure to 
infectious disease, until a normal leucocytic 
level has been reéstablished. 





Observations After Ten Years of Cere- 
brospinal Syphilis Treated by Intra- 
venous and Intraspinous Therapy. 


In the American Journal of the Medical 
Sciences for January, 1925, Draper states 
that the Swift-Ellis method of treatment 
undoubtedly is very effective in a certain 
type of case, representing, according to this 
small but varied series, about 36 per cent 
of all cases of cerebrospinal or central 
nervous syphilis. 

Successful results of the treatment of 
cerebrospinal syphilis do not depend alone 
upon the spirocheticidal effect of salvarsan 
and mercury; there is undoubtedly some 
other factor developed in the course of the 
treatment which successfully raises the 
resistance of the individual. When this 
resistance fails to develop, no amount or 
intensity of treatment with salvarsan, serum 
and mercury can check the destructive ad- 
vance of the disease. 

In view of the tendency to recrudescence, 
all apparently cured cases should be in- 
structed to report for physical examination 
and spinal fluid test every two years and 
possibly oftener. 





Euthanasia Treatment for Incurable 
Cancer Cases. 


In the Medical Review of Reviews for 
January, 1925, Kane states in administer- 
ing relief for bodily suffering it is of high 
importance to select such drugs as best in- 
sure sleep at night and alleviate pain during 
the waking hours with a mininum of dam- 
age to the exhausted nervous system. It 
would be cruel and unnecessary to withhold 
anodynes entirely, yet the less they are em- 
ployed in the earlier management the more 
effective they will be when the time comes 
that they are absolutely necessary. He does 
not enter into detail in naming them and 
their dosage. New anodynes and hypnotics 
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are continually being recommended. Each 
has its peculiar advantages and drawbacks. 
Every physician has his preference and each 
patient his likes and idiosyncrasies. 

But Kane desires to emphasize the com- 
parative harmlessness and _ considerable 
benefit to be derived from aspirin and chlo- 
ral. hydrate in relieving pain and insuring 
sleep and rest without material injury; and 
he adds a word of caution relative to the 
too early use of opium and its derivatives, 
particularly the hypodermic injection of 
morphine. Unquestionably there is nothing 
equal to this drug in procuring at once both 
tranquillity of mind and relief of physical 
suffering. The happy opium dreamer is no 
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mythical character. Some individuals can 
begin its employment early and increase 
gradually the dosage to an almost incredible 
amount, thus relieving them of any degree 
of suffering from first to last. Yet, too 
commonly, when they become morphine ad- 
dicts not only the “morphine fiend” char- 
acteristics develop to the distress of all con- 
cerned with the case, but the patient passes 
into a condition in which the pains from the 
morphine alone quite equal those from the 
cancer. The “horrors” at night and the 


day-dream are so awful as to make the 
physician wish he had never prescribed it. 
Therefore it should be used most grudgingly 
at first. 
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Hallux Valgus and Rigidus. 


Jones (British Medical Journal, Oct. 11, 
1924) holds that in the vast majority of 
cases the demands of fashion are to blame 
for causing this condition, the muscles, 
ligaments and joints being merely the vic- 
tims. Both hallux valgus and hallux rigidus 
are closely associated with flattened arches. 
A flattened arch aids in the production of a 
hallux valgus by altering the line of pull of 
the extensor proprius hallucis, and a hallux 
rigidus aids the flattening of the arches be- 
cause the foot is deprived of the free pro- 
pulsive action of the big toe. 

The leverage action of the foot as pro- 
pulsive agent is most effective in a toe-and- 
heel walk with the feet parallel and the big 
toe slightly abducted. 

The etiological factor which is mainly re- 
sponsible for the weakened arch and adduc- 
tion of the big toe is the modern boot. This 
is proved by an examination of a race who 
wear no boots and whose feet conform in 
flexibility and appearance to those of a 
child before its feet are cramped. Both 
the infant and shoeless adult native can 
freely abduct the big toe. 

The preventive treatment of hallux val- 


Surgical and Genito-Urinary Therapeutics 


gus consists in developing a heel-and-toe 
walk with parallel feet, and in wearing 
anatomically correct shoes. 

The mechanical treatment consists in de- 
flecting the body weight from the inner to 
the outer side of the foot and in relieving 
the painful joint from pressure and fric- 
tion. 

Operations for the correction of de- 
formity in cases which present no func- 
tional debility should not be undertaken 
lightly, and never unless the patient is pre- 
pared to wear appropriate boots. 

The choice of operation should be de- 
cided by the special circumstances of the 
case. For mild cases of hallux valgus 
without symptoms when the deformity can 
easily be rectified without force, it is suf- 
ficient to divide the capsule and reef it to 
the inner side, divide the extensor proprius 
hallucis, and remove a flap of skin so that 
when the edges are approximated it will 
hold the toe in slight abduction. 

Where there is neither pain nor disability, 
but where the deformity is more extrem¢ 
and cannot be rectified by manipulation, it 
may be necessary to expose the joint, divide 
the tightened structures on the outer side, 
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divide the extensor proprius hallucis, and 
perform a cuneiform osteotomy on the 
inner side. 

Where the symptoms are entirely refer- 
able to the bursa and do not involve the 
joint, the bursa should be exsected together 
with the bony prominence below. 

A removal of the whole of the metatarsal 
head with part of the neck should be re- 
served for those of middle life where osteo- 
arthritic and periarthritic changes have oc- 
curred, the joint looking large and gouty. 
Unless bone is fully removed in such a 
case pain and stiffness will remain. 

Removal of the head of the metatarsal 
should be reserved for those extreme cases 
associated with bunion where the head 
is rough and painful and the joint tender. 
It is more suited to the post-athletic age. 

When dealing with the young athlete— 
even in extreme cases—special endeavor 
should be made to retain as much of the 
metatarsal as possible in order to maintain 
the strength of the arch. The incision 


through bone should be oblique, and a por- 


tion of the lower surface of the head 
should be left. The structures which hold 
the bones together should be divided, the 
bursa and its bony bed should be removed. 
The toe should be maintained well extended 
‘until the wound is healed. 

In case of hallux valgus where the symp- 
toms seem to be maintained by friction of 
the first phalanx with the metatarsal, ex- 
section of the base of the first phalanx 
may be sufficient. The arch is thus main- 
tained. 

Where symptoms resemble metatarsalgia 
and pain is referred to the space between 
the first and second metatarsal heads, an 
osteophyte is often found attached to the 
neck on its under surface. This requires 
removal. 

In hallux rigidus the operation of choice 
is that of the removal of the base of the 
first phalanx, care being taken to remove 
sufficient bone. 

After each type of operation treatment 
should be directed to prevent recurrence, 


and the musculature of the foot should be 
developed. 
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Plication and Tucking of the Cecum. 

Haynes (American Journal of Surgery, 
October, 1924) believes that the inhibition 
of normal peristalsis due to a mild persist- 
ent state of inflammation of the appendix 
(and, in women, of the tubes) is respon- 
sible in the main for the dilated and elon- 
gated cecum which may prolapse to such an 
extent as to occupy the pelvic cavity. The 
cecal reservoir is constantly overloaded by 
feces and distended by gas. Acting over a 
long period of time this leads to an abnormal 
dilatation and elongation of this portion of 
the intestine. A serious secondary condi- 
tion attends this state. This is the forma- 
tion, seepage and absorption of toxins re- 
sulting from increased bacterial activity in 
the presence of putrefying intestinal con- 
tents. The local reaction of this process is 
expressed by the formation of adventitious 
bands and membranes which may reach 
from the appendix to the hepatic flexure and 
may even involve the gall-bladder and 
pylorus. 

Possibly some of these bands and mem- 
branes of new formation may be nature’s 
reaction to the greater weight which the 
cecum and lower ascending colon are called 
on to sustain, and may cause no interfer- 
ence with bowel function. But more often 
nature does not so nicely discriminate in her 
efforts and real pathological damage is 
caused, as in those cases in which the 
reénforcement of the costocolic ligament at 
the hepatic flexure is in the nature of a 
narrow band which tightly constricts this 
portion of the gut and creates a vicious 
circle by adding to this naturally acute- 
angled gut a definite constriction which in- 
terferes with the emptying of the cecum. 
Further, the author frequently finds that 
this membranous formation does not stop 
at the ascending colon and hepatic flexure, 
but passes over to the beginning of the 
transverse colon, binds this segment to the 
upper portion of the ascending colon, and 
creates the so-called “double-barreled” con- 
dition of the intestine. 

All grades of adhesions, bands and mem- 
branes of varying thickness and surface 
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area are found. Those that do not con- 
strict the bowel are probably symptomless. 
General enteroptosis favors the develop- 
ment of a prolapsed and dilated cecum, but 
that it alone can produce adhesions and 
membranes without infection also being 
present is doubtful. 

Chronic inflammation of the pelvic vis- 
cera in women causing intestinal stasis may 
also lead to dilatation and dropping of the 
cecum without the appendix being the chief 
offending member. 

The symptoms that attend this condition 
are usually so masked by the symptoms of 
the chief organic lesion that leads to opera- 
tion that no definite diagnostic points can 
be presented. However, in those patients 
who give a history of long standing, chiefly 
marked by a state of poor health, indiges- 
tion, gas, constipation with irregular attacks 
of pain and tenderness in the lower right 
quadrant, with a drag in the right flank, and 
in whom one finds, besides other local symp- 
toms, a gaseous distention of the cecum, one 
may expect to see at the operation an 
abnormally dilated and prolapsed cecum; 
but one usually rests content with the diag- 
nosis of chronic appendicitis, in addition to 
whatever else may be detected. 

The method for correcting this condition 
has been a very simple one. It is not used 
in the presence of acute infections of the 
appendix or pelvic organs, but is utilized 
only when time and case seem favorable. 
The membranes that do not constrict the 
gut are not meddled with, but any bands or 
veils that distinctly constrict the gut are 
severed. As a rule such bands are ligated 
at their origin from the parietal wall and 
then divided. The portion attached to the 
intestine usually needs no further attention. 
A few small bleeding points may have to be 
ligated individually. This plan permits the 
constricted gut to expand. Then the dilated 
and elongated cecum is narrowed and short- 
ened by suturing the inner and the anterior 
bands together with a continuous linen 
stitch. This is carried up onto the ascend- 
ing colon as high as seems necessary, being 
careful to narrow the plait in the intestine 
so that ro abrupt bulging or pocket is left. 


THE THERAPEUTIC GAZETTE 






The continuous suture accomplishes the 
shortening or tucking at the same time that 
the intestine is narrowed. 

Having operated upon a patient with this 
as a part of the pathologic condition one 
must not think his efforts are over when the 
abdomen is closed. The after-treatment is 
most important and comprises attention to 
diet, digestion, exercise, mild laxatives, sup- 
porting belts or corsets in enteroptotic cases, 
and many such minor details that assist in 
curing the patient. 

The results of the operations were unin- 
terrupted convalescence in all cases. Thir- 
teen reported at varying times from three 
months to six years as being cured. Five 
never reported after leaving the hospital. 
Four reported at intervals as cured of the 
condition for which operation had been 
done, but with new developments. 





A Plea for the Preservation of the Pre- 
maxillary Bones in Congenital 
Cleft Palate. 


Davis (Lancet, Oct. 11, 1924) observes 
that to any one who has a well-grounded 
education in this special field of surgery, 
the excision of the premaxillary bones in 
order to bring the lip over the maxillary 
bones is to be thought of in the same light 
as would be the amputation of a limb to 
heal a slight flesh wound. 

Davis believes that the premaxille, even 
when protruded, are not abnormal, nor ex- 
cess tissue, but are normal tissue misplaced. 

The function of the premaxille is to 
complete the normal bony upper arch, sup- 
port the lip and lower part of the nose, 
and give symmetry and normality to the 
face. 

The author who recommends the excision 
of the premaxillz must share equally with 
the surgeon who follows his method the 
blame for the permanent mutilation of the 
child. 

Cases of cleft palate with premaxillary 
protrusion must be vizualized as cases of 
potential fracture with displacement and 
modern methods of bone surgery employed 
to restore normality. 
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Excision of the premaxille destroys all 
hope for normality and produces perma- 
nent mutilation. 

The obstetrician should be fully awake 
to the importance of consulting specialists 
in this field. . 

Ease in the accomplishment of succeed- 
ing operations and the virtues of artificial 
dentures are insufficient excuses for the 
excision of the premaxille. 

Preservation of the premaxille, assem- 
bling the bones in their proper relationship, 
and immobilizing them until union occurs, 
are necessary if normality is ever to be ob- 
tained. 





The Influence of Mechanical Pressure 
on Wound Healing. 

Buair (Jilinois Medical Journal, October, 
1924) observes that in reparative surgery 
the operator will be tremendously handi- 
capped until he realizes that the satisfactory 
result is more dependent upon intelligent 
application of the older surgical principles 
than upon an aseptic technique as ordinarily 
interpreted, though the latter is never to be 
disregarded. 

Where a disturbance of the pressure bal- 
ance within the tissues is complicated by an 
infection, there is no chemical or emollient 
that has the antiseptic value of properly 
applied mechanical pressure as illustrated 
by the efficiency of complete circular strap- 
ping of the leg for a varicose ulcer or the 
application of a firm pressure dressing to 
any granulating surface. 

The application of most any dressing pro- 
duces pressure, but he who employs this 
pressure in a selective, purposeful manner 
will get bigger returns than he who applies 
it incidentally or even as a matter of rou- 
tine. 

There are chiefly four basic things to be 
gained by the use of properly applied me- 
chanical pressure to wounds: The elimina- 
tion of dead spaces; the control of oozing ; 
the limitation of venous and lymph stasis; 
the limitation of the amount of plastic ma- 
terial that pours into the wound. 

In wounds about the face and mouth the 
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above factors combine to form a much more 
efficient preventive of sepsis than the most 
painstaking attempts at an aseptic technique. 

The amount written in the previous two 
decades on the technique of the “Thiersch” 
graft would fill volumes, no small part of 
this being related to the after-care and 
dressings. Properly applied and maintained 
pressure is the one essential, and it will 
usually neutralize the possible effects of 
accidental wound contamination. Size, 
thickness and the location of the graft are 
matters of little relative importance. It is 
sufficient to mention that if one or several 
pieces of Thiersch graft containing one or 
ten square inches of epidermis are wrapped, 
raw surface outermost, on a wax form and 
buried in the floor of the mouth, as high a 
percentage of perfect “takes” may be ex- 
pected as with any graft applied to a surface 
with the most elaborate technique. The wax 
form must be of the proper size and shape 
and must be sutured in under proper ten- 
sion, but, on the other hand, salivary con- 
tamination apparently may be disregarded. 
In applying Thiersch grafts to a recently 
made clean raw surface, to a granulating 
surface, or one from which the granulations 
have just been cut, the use of well-con- 
trolled pressure is our main reliance to in- 
sure the best chances of good result. An 
explanation of the freedom of sepsis under 
this treatment may be that the close contact 
maintained between the raw surfaces of the 
bed and of the graft permits of the efficient 
tissue action upon the bacteria and their 
products. 

Technique for using the full thickness 
skin graft was at first based on two prem- 
ises: first, that if the transplanted skin were 
sutured at its normal tension or at slightly 
plus tension the cut ends of the cutaneous 
vessels would remain open and would more 
quickly take up a blood supply ; second, that 
as each particular part takes its blood sup- 
ply from the immediately subjacent tissue, 
the only logical limit to the size of a graft 
would be the amount of operating and hem- 
orrhage the patient could stand. Subse- 
quent experience justified both of these con- 








360 


clusions, but very soon after these two 
hypotheses were put into practice it became 
evident that there were additional factors of 
almost equal importance that still remained 
to be catalogued. The first of these stum- 
bling-blocks was a fact long ago recognized 
in dealing with large, thin flaps ; that is it is 
one thing to have blood supply and quite 
another to have an adequate venous return. 

A marine sponge pressure dressing was 
evolved which, if carefully applied and made 
of sponges of proper quality, will maintain 
an even pressure over an irregular surface 
or one without underlying bony counter- 
support. Further use of this pressure dress- 
ing demonstrated an unforeseen virtue and 
an inherent danger. It permits of the appli- 
cation of the graft over a freshly made raw 
surface, such as results from the removal of 
a scar, without tying any but large vessels, 
but if the pressure is too great, especially 
over a bony prominence such as the outer 
part of the supraorbital ridge or dorsal sur- 
face of the middle metacarpal bone, it can 
kill the compressed area by ischemia. Main- 
tenance of the proper pressure for four or 
five days will prevent the graft dying from 
engorgement, but its early discontinuance 
favors the formation of blebs, which latter 
may lead to another catastrophe. 

In applying this sponge pressure one must 
use his surgical sense to gauge the desired 
tension, but he can use it with the assurance 
that he has more leeway in making this 
pressure than with any other padding sub- 
stance. 





Intracranial Hemorrhage and Cerebral 
Anemia in the New-born. 

SHARPE (Illinois Medical Journal, Oc- 
tober, 1924) in 1913 became interested in 
cerebral spastic paralysis in its various 
forms with and without marked mental im- 
pairment. He was impressed by the circum- 
stance that a large percentage of these 
patients—the ones having an increased in- 
tracranial pressure as disclosed by the 
ophthalmoscope and more accurately by the 
spinal mercurial manometer—were chiefly 
first-born, full-term males, the majority of 
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them having had a difficult prolonged labor 
with or without the use of instruments, and 
that during the first week, and even two 
weeks after birth, they had been considered 
rather drowsy and stuporous with a lack of 
the normal demand for food. In many of 
them there was a history of twitchings of 
the orbital muscles and of the hands and 
legs or even generalized stiffenings to the 
degree of convulsive seizures. After a 
period varying from several days to two or 
three weeks the baby rapidly improved, and 
was considered a normal child at the end of 
one month after birth, and continued to be 
so apparently until several months later— 
usually about the seventh or eighth month— 
when it was observed that the child was not 
holding up its head nor attempting to sit up. 
Frequently at this time a spasticity appeared 
in the arm and leg of one or both sides; 
later, when the child did not walk or talk 
or, if at all, until months after the usual 
time, this chronic condition, developing in 
an apparently normal child, was most puz- 
zling, and frequently Little’s disease or a 
tainted heredity and lues were regarded as 
the etiological factors in the lack of develop- 
ment. 

The chief reason for this confusion in 
the diagnosis has been the vagueness and 
even lack of marked clinical signs indicating 
the acute lesion within the first ten days 
after birth, with the exception of the ex- 
treme cases in which the intracranial hemor- 
rhage and the associated cerebral edema 
were most extensive and to a degree endan- 
gering life and even causing early death. 
The milder cases of less extensive hemor- 
rhage survive, nor may the clinical signs of 
intracranial hemorrhage be so marked as to 
excite attention. 

Sharpe thus concludes his paper: 

The fact that bloody and blood-tinged 
cerebrospinal fluid was found in 9 per cent 
in the first series of 100 consecutive new- 
born and in 13 per cent in the second series 
would tend to indicate a much more fre- 
quent intracranial lesion at the time of birth 
than ever conceived. 

Lumbar puncture as a diagnostic and 
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therapeutic measure has proven to be a safe 
procedure in these series in the absence of 
shock, and it is advocated in suspected and 
doubtful cases having the mildest signs of 
intracranial hemorrhage and cerebral edema. 

Repeated lumbar puncture and spinal 
drainage are advocated every six to twenty- 
four hours in cases having bloody cerebro- 
spinal fluid under varying degrees of in- 
creased pressure ; if spinal drainage fails to 
diminish the blood concentration and to 
lower the increased pressure of the cere- 
brospinal fluid, then a modified subtemporal 
decompression or cranial drainage is indi- 
cated. 

Death results from extensive intracranial 
hemorrhage and cerebral edema in the new- 
born. 

Unless the hemorrhage can be entirely 
absorbed by the natural means of excretion 
without any resultant organization-residue, 
unrecognized and therefore improperly 
treated cases of the milder degrees of intra- 
cranial hemorrhage develop later, in a large 
percentage, some form of cerebral spastic 
paralysis with varying degrees of mental 
impairment. This chronic condition can at 
best be only improved, whereas the acute 
condition at birth is the ideal time for treat- 
ment, and many of these acute cases are 
now being overlooked. 





Rational Treatment of Fractures in the 
Region of the Elbow-joint. 

Boorste1n (Medical Journal and Record, 
Nov. 5, 1924) quotes Gilcreest to the effect 
that fractures of the humerus in the vicinity 
of the elbow joint may be caused by direct 
or indirect violence. If an adult falls on an 
outstretched arm and sustains a fracture, it 
is usually a fracture at the base of the 
radius (often a Colles) ; if a child, the frac- 
ture usually occurs near the elbow. There- 
fore, the rule can be laid down that a frac- 
ture of the elbow in a child is almost always 
due to indirect violence transmitted through 
the hand and forearm to the elbow with the 
arm hyperextended, while the same type of 
injury in an adult is usually due to violence 
applied directly to the elbow region. 
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Baetjer and Waters emphasize the fact 
that in injuries of the lower end of the 
humerus in young children care must be 
exercised in making a diagnosis of no frac- 
ture. We must bear in mind that a great 
portion of the joint is cartilaginous and that 
a fragment of cartilage may be broken off 
and yet not be demonstrable by the +-ray. 
In such cases it has always been the custom 
of the writers to return a diagnosis stating 
that no fracture can be demonstrated. 

Bearing on the treatment of fractures 


-Boorstein holds that proper attention should 


be paid to treatment of fractures, as better 
and quicker results are now expected. Early 
reduction is absolutely necessary. Reduc- 
tion should be performed with full consid- 
eration of muscle pull and not according to 
the traditional custom of pulling by direct 
extension. . When possible, the fracture 
should be reduced under the fluoroscope. 
Restoration of anatomical position should 
be the aim, but partial lateral displacement 
or impaction without alteration of the axis 
of the limb is allowed. Active movements 
are preferable to passive. These should be 
commenced early, as they prevent stiffness 
and adhesions. They never cause pseudo- 
arthrosis. Passive movements may be jus- 
tified only at the end of the treatments to 
obtain full range of motion, but even these 
should be done gently. 

A roentgenogram should be taken before 
and immediately after reduction, and at fre- 
quent intervals during the course of treat- 
ment. The.patient should not be discharged 
without a final roentgen-ray examination. 

In fractures immediately above the con- 
dyles Jones’s method of complete reduction 
is advised, a combination of complete 
flexion of the elbow with downward trac- 
tion of the forearm. The surgeon takes the 
lower end of the humerus in one hand with 
the thumb above one condyle and forefinger 
above the other—the elbow is thus in his 
hand. With his other hand he pulls the fore- 
arm in the line of the limb and gently but 
resolutely brings the elbow into full flexion 
with the forearm in full supination. While 
performing this movement the hand grasp- 
ing the condyles feels any movement that 
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takes place among the fragments, and by 
following that movement by gently grasping 
them they can usually be coaxed into better 
apposition. Flexion must be resolute, so 
that any fragment displaced forward is 
pushed aside out of the way. If any frag- 
ment is lodged in front of the joint and 
blocks full flexion, it should be replaced and 
fixed by operation should manipulation fail. 

As to the method of reducing fractures 
of the lower end of the humerus, if the 
break be supracondylar downward traction 
of the flexed forearm is made. “If this is 
not successful traction may be made with 
the elbow in hyperextension. Jones states 
that practically the only means of com- 
pletely reducing such a fracture is by a 
combination of complete flexion of the 
elbow with downward traction of the fore- 
arm. If the limb then be bandaged with 
the arm in complete flexion, with the fore- 
arm supinated, i.e. the palm towards the 
shoulder, a good result is practically assured. 

T-fracture is reduced by traction on the 
forearm in the line of the limb and then 
gently bringing the elbow into full flexion 
with the arm in full supination. Fracture 
of the internal condyle should be dressed in 
slight abduction of the forearm to preserve 
the carrying angle. 

Fractures of the neck of the radius are 
put up in full flexion with the forearm 
supinated. If the head of the radius or 
fragments of it prevent full flexion they 
should be removed if they cannot be put in 
place. Fracture of the olecranon without 
displacement is dressed in full extension 
and with plaster casing. If the upper frag- 
ment is displaced it is the usual indication 
for open operation. As for the dressing 
required to maintain the arm in complete 
flexion, adhesive plaster may accomplish 
this. 

Boorstein is a strong advocate of the 
application of a circular casing. This may 
be split in two halves when the time for 
massage and passive motion comes. Jones 
warns against the right-angled splint. 

The after-treatment should be begun 
early, best on the fifth day. If one is too 
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cautious he may postpone it three days 
longer. Active motion should be begun at 
the same time or at least on the seventh day, 
It is carried out as follows: The dressing 
is removed; the masseur carefully holds 
with one hand the fractured bones and 
orders the patient to drop the elbow a few 
degrees, then to flex it to the former posi- 
tion. This is repeated twice. The follow- 
ing day the voluntary range of motion is 
increased. In about a week one usually 
finds that the patient can reach to a straight 
angle; the splint can then be changed for 
one of a right angle and used part of the 
time as a retentive apparatus. The first 
splint which forced the elbow into flexed 
position is also kept on for part of the day. 
The cast can’ be discarded at the end of 
three weeks and a sling substituted. 

During the process of active motion, 
should the elbow stiffen so that the patient 
cannot obtain the initial degree of flexion, 
all movement should be discontinued. It 
indicates that the repair is not far enough 
advanced to allow movement without dam- 
aging the site of repair. The arm should 
again be put in complete flexion for one 
week, then active motion should be re- 
sumed. 

Passive movement should be commenced 
in the fourth week and should consist of 
only one movement in each direction: pro- 
nation, supination, flexion, and partial ex- 
tension. The fracture should be protected 
by the surgeon’s other hand while the pas- 
sive motion is carried out. If the passive 
motion produces much pain, it should not 
be repeated for several days. 





Treatment of Radiodermatitis. 


DeEsJARDINS and SmitH (New Orleans 
Medical and Surgical Journal, November, 
1924) point out the difference between fa- 
dium and solar dermatitis, particularly in 
regard to the time of its development. Sun 
is followed by its characteristic reaction in 
the course of hours; the radium burn re- 
action not for days or weeks. A thin layer 
of any material protects against sunburn, 
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but does not against radium burn or the 
x-rays. Radiodermatitis may vary in de- 
gree from a faint pinkish blush ending in 
pigmentation to violent inflammation with 
edema, and terminating in ulceration. 

Radiodermatitis of the first degree hardly 
requires treatment. However, the sensation 
of heat may be sufficiently distressing to 
require a soothing topical application. As 
the acute phase subsides, itching may be- 
come more or less annoying and may be 
controlled to a considerable extent by con- 
tinuing the use of a lotion for a week or 
ten days. Such remedies as borozin, zinc 
stearate, calamin lotion, aluminum acetate 
in ?-per-cent stock solution and diluted 1:16 
may also be used to advantage. In the sec- 
ond-degree reaction the same measures are 
useful, but if the reaction should border on 
the third degree, less the ulceration, am- 
brine or paraffin dressings may be very 
useful. 

During the acute stage third degree, the 
dermatitis should be treated in much the 
same way as in the first and second degrees. 
However, after it has reached the chronic 
stage the method of procedure depends on 
the site of the lesion and the character of 
the adjacent tissues. When it is possible to 
excise the whole area, and to bring healthy 
tissues into approximation, primary union 
and speedy convalescence can be assured. 
However, prior to undertaking such exci- 
sion an attempt should be made to prepare 
the surface by cleansing it of necrotic ma- 
terial and bacterial products, and endeavor- 
ing to reduce marginal inflammatory phe- 
nomena. Primary union may be obtained, 
provided a sliding flap can be shifted into 
the excised area, and there is sufficient blood 
supply in the flap for nourishment. Areas 
too large for excision and primary approxi- 
mation can be excised, provided the under- 
lying tissues have an abundant blood sup- 
ply that will enable them to granulate. 
Grafts may then be planted and the wound 
allowed to heal, as in an ordinary skin- 
graft wound. It is a mistake to attempt 
a skin graft on a poorly nourished sur- 
face, because the graft usually dies, or 
Superficial infection develops and destroys 
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the epithelium; nor should an approxima- 
tion be attempted when the excised area is 
down on fascial surfaces, and tension is 
necessary to secure approximation, because 
the sutures become infected and sloughing 
occurs, thus prolonging convalescence. 

In cases in which primary excision and 
closure, either by direct approximation or 
sliding flap, cannot be accomplished, the 
area may still be excised if circumstances 
permit, because the edematous tissue and 
necrotic layer are extremely annoying and 
painful, whereas a newly made wound, the 
result of excision, is preferable to attempt- 
ing the treatment of an old burn. However, 
it is sometimes impossible to do other than 
treat the injured area as it is found when 
the patient presents himself. 

Dressings with a paraffin base are bene- 
ficial when the granulations are clean; they 
serve to protect the surface from the air; 
they keep the wound moist and may be re- 
moved without discomfort to the patient. 
However, they should be changed every 
twenty-four hours. If, as frequently oc- 
curs, a film of whitish exudate forms on 
the surface of the wound it indicates the 
use of a chlorine preparation. 





Ultraviolet Rays in Dermatology. 

BEINHAUER (Urologic and Cutaneous 
Review, November, 1924) records that in 
acne vulgaris and seborrheic eczema, the 
tendency toward greasiness of the skin was 
increased by ultraviolet rays; this was not 
the desired result and prohibited their use 
in the majority of cases. The cases of syco- 
sis coccogenica which respond best are 
those which have resisted «x-ray treatment. 
In vesicular eczema, the light proved to be 
soothing and markedly antipruritic. It 
appeared to hasten the disappearance of 
pustulation in such conditions as contagious 
impetigo and herpes simplex. Flat vascular 
or port-wine nevi and x-ray dermatitis when 
subjected to pressure application of the rays 
respond well. Some cases of early furuncu- 
losis were aborted and pain was relieved 
by pressure application. Alopecia areata 
did not respond as well as was expected. 
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Tuberculous sinuses appeared to be bene- 
fited by its application, and in all these 
cases generalized body exposures to the 
light seemed to build up the patient’s re- 
sistance. In all cases subjected to general- 
ized exposures, the blood count showed an 
increased - leucocyte content during the 
course of exposures, and for this reason 
all chronic skin conditions occurring in 
anemic and undernourished patients are 
subjected to this mode of treatment. 

Treatment by the ultraviolet rays is a 
helpful agent in the cure of cutaneous dis- 
eases: It is, by far, the most potent agent 
we possess in the treatment of flat vascular 
or port-wine nevi and x-ray dermatitis. 





Localization of Brain Tumors by Injec- 
tion of Air into the Brain. 

Danvy (Journal of the Missouri State 
Medical Association, October, 1924) states 
that in those cases which we cannot localize 
by neurological and roentgenological exam- 
inations, we now have the procedure of 
injecting air into the brain both for diag- 
nosis and localization. This procedure is 
in principle similar to that in use in uro- 
logical diagnoses. The fluid-containing 
spaces in the brain are filled with something 
which will throw a shadow in the +-ray. 
This something is a gas which has a lesser 
density than the fluid removed, whereas in 
urological diagnosis a solution is used which 
throws an opaque shadow. As a prelimary 
to the injection of air, an opening must be 
made in the skull on both sides so that either 
lateral ventricle can be reached by a ven- 
tricular needle. Fluid is then aspirated and 
exactly the same amount of air is injected 
in its stead. The air can be moved through 
the entire ventricular system in such a way 
that any part to be explored can be thrown 
as a shadow on the x-ray plate. It is there- 
fore clear that given distorted shadows of 
the ventricles and comparing them with the 
normal we can make a localization of the 
tumor which is causing this disturbance. 
All brain tumors which give rise to pressure 
symptoms will cause a change in size, shape 
or position of part or all of the cerebral 
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ventricles, and the interpretation of these 
changes leads to an accurate localization of 
the lesion. 

About 50 per cent of brain tumors can 
be localized by a neurological examination, 
and about 15 per cent more can be localized 
with the x-ray without air injections. Such 
x-ray changes are: (1) deposits of cal- 
cium in tumors; (2) change in vascularity 
of the blood-vessels of the skull; and (3) 
localized and more or less generalized de- 
struction of the inner table of the skull. In 
the remaining 35 per cent the injections of 
air can alone make the localization. It is 
a dangerous procedure and should be used 
only when necessary. 

Swirt (Northwest Medicine, October, 
1924) notes that the general surgeon rou- 
tinely has been making use of the bismuth 
meal, the fluoroscope and the x-ray film as 
an aid in the diagnosis of abdominal lesions 
for many years. Without this laboratory 
assistance abdominal surgery would have 
remained the exploratory surgery of a dec- 
ade ago. The urologists have learned to 
depend upon the cystoscope, the chemical 
blood and urine analysis, the kidney func- 
tion tests and pyelograms, in the diagnosis 
of kidney and bladder lesions. Their study 
of the entire renal system has enabled them 
to operate with more certainty than was 
possible prior to the complete renal study. 

Since Dandy in 1919 published his work 
on the use of air in the roentgenology of 
the cerebral ventricles, there has gradually 
developed a new method of examination of 
intracranial conditions which may be termed 
“the cerebroventricular study.” The three 
factors in this complete study are (a) the 
eye, (b) the cerebrospinal fluid, (c) the 
ventricles. 

In studying the eye one naturally ob- 
serves changes in the motility, the pupil, the 
media and the disc of the eye. The great 
value of this part of the study lies in the 
presence or absence of edema of the nerve 
head, or atrophy, or congestive or active in- 
flammatory changes, rather than in sub- 
jective symptoms. 

In studying the cerebrospinal fluid we 
observe the tension, which is easily recorded 
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by means of lumbar punctures and the 
spinal manometer, before and after draw- 
ing off the fluid. The chemical and micro- 
scopic study of this fluid is, of course, rou- 
tinely performed in the laboratory. 

The Cerebral Ventricles—wWhile the 
needle is in the spinal canal and after the 
fluid is withdrawn, an equal volume of air 
is insufflated and x-ray films made. These 
should be anteroposterior and streolateral 
where possible. If the ventricles are not 
shown to contain air in these radiograms, it 
will be necessary to insert air directly into 
the ventricles after the method of Dandy. 
Any change in the size, shape or position of 
either or both ventricles can be quite ac- 
curately determined, if the technique has 
been correct and the films properly de- 
veloped. 

The amount of air injected has varied 
from 5 cc to 1500 cc as reported by Towne 
in a case of hydrocephalus. The youngest 
case to be injected is reported by Dandy, a 
child three months old, for hydrocephalus. 
The resorption of air from the ventricles 
varies from four to ten hours in the normal 
and as long as four weeks in abnormal 
cases. 


The Principles of Intraperitoneal 
Drainage. 


Writing on this topic Laney (Boston 
Medical and Surgical Journal, Nov. 20, 
1924), noting the rapidity with which drain- 
age tracts in the peritoneal cavity are walled 
off by adhesions, observes that experiments 
conducted in 1905 by Dr. F. T. Murphy in- 
dicate that gauze and cigarette drains are 
walled off and fail to drain the peritoneal 
cavity in twenty-four hours, and glass tubes 
and rubber dam at the end of the third day. 

Drainage for intraperitoneal infection is 
of value only when that process is so local 
that it can be made extraperitoneal by the 
walling off of adhesions which surround 
the drain. 

It is desirable to allow drains to remain in 
Place long enough to produce a satisfac- 
tory sinus down to the area to be drained. 
It is important that drains be so placed 
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as to avoid adhesion within the loops of 
small intestines. 

The cigarette drain is the most desirable 
type for general use in the abdominal cavity. 





Progressive Deafness. 

EMERSON (New Zealand Medical Jour- 
nal, Vol. XXIII, No. 115, 1924) holds that 
the loss of tone perception is a border-line 
problem dealing with rhinology and otology, 
but having definite evidence of its etiology 
and progressive pathology, which can be 
supported by clinical cases. An attempt is 
made to establish the following proposi- 
tions: Of all forms of deafness, so-called 
nerve deafness is the most amenable to 
treatment. We have no method of differ- 
entiating between deafness due to nerve 
degeneration and that due to toxemia. 
Lowered bone conduction may exist for 
years, and, by treatment, in some cases be 
partially restored. In progressive loss of 
hearing following acute exacerbations of a 
focal process in the nasopharynx the hear- 
ing is often improved by removal of the 
cause, without any other treatment. The end 
organ has been losing in acuteness of tone 
perception in chronic cases long before the 
conduction apparatus becomes an impor- 
tant factor. The conduction apparatus may 
be impaired by loss of the membrana tym- 
pani, malleus and incus, with epidermatiza- 
tion of the promontory, and yet the hear- 
ing may be but little impaired. The Eusta- 
chian tube is always more open on the side 
of the more deaf ear. This is true in all 
forms of chronic deafness including most 
cases of nerve deafness, if we exclude syph- 
ilis, cerebrospinal meningitis, mumps and 
traumatism as exciting causes. 

Inflation has no place in the treatment of 
chronic deafness. Inflation is of only tem- 
porary benefit following acute tubotympan- 
itic catarrh, for it removes no pathology 
and does nothing to retard the progress of 
the disease. Chronic deafness is not a steady 
loss of tone perception, but follows acute 
exacerbations of a local focus, and is then 
stationary until the next toxic invasion with 
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evidence of the local process always present 
until extreme old age. 

In considering the etiology of slowly pro- 
gressive deafness we have to assume a con- 
stant etiological cause that persists through- 
out the life history of the patient and whose 
end result is of the same type, for the loss 
of tone perception is not characterized by 
an even progressive course, but follows the 
irregular exacerbations of some local focus. 
We know that the acute processes in early 
life that are followed by deafness have their 
inception in infections of lymphoid tissue. 
It is common observation that repeated at- 
tacks of tubotympanic catarrh often can- 
not be stopped until such local source of 
infection has been removed. During ado- 
lescence this lymphoid tissue is undergoing 
retrograde changes and is of low vitality, 
often showing evidence of chronic disease 
throughout life. 

The history of the onset of a case of 
chronic deafness is always the same. Fol- 
lowing the infectious diseases, grippe, fol- 
licular tonsillitis, etc., the patient noticed 
that he was beginning to be hard of hearing. 
The detailed history brings out the fact 
that after this infection the patient had 
been subject to acute infections which he 
called colds, and each so-called cold added 
to his deafness. The primary infection 
from which he dates his deafness was ac- 
companied by tubotympanic catarrh, with 
lowering of tone perception for the whis- 
pered voice, raising of the low limits, and 
tinnitus. As the tubotympanic catarrh sub- 
sided the low limits became normal and the 
tinnitus disappeared. Now, then, if the his- 
tory shows that the loss of tone perception 
following this infection did not clear up, 
although the low limits became normal, it 
will be found that the further loss of hear- 
ing was in that part of the scale represented 
by the whispered voice. 

So far as the deafness for speech is con- 
cerned, the damage to the perception appar- 
atus is by far the most important, for the 
high limits are lost in chronic cases through 
the action of the toxin on the end organ, 
causing a loss of tone perception in that 
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part of the scale necessary for conversa- 
tion very early in the disease. Cases without 
involvement of the conduction apparatus at 
all may be profoundly deaf. Cases without a 
membrana tympani or ossicles may hear 
very well, if the acute infection was of short 
duration and the primary focus was re- 
moved at once. Cases with fixation of the 
stapes are very deaf, but in chronic cases 
they were gradually losing tone perception 
long before the stapes fixation occurred. - 

As for treatment, the author advises 
after the removal of the primary focus, if 
the patient has been subject to acute exacer- 
bations (which he calls colds), that have 
been at all pronounced, the hearing will im- 
prove for three weeks without any treat- 
ment. This represents the partial clearing 
up of the toxemia, and any further improve- 
ment must be gained by removal of the re- 
maining infection in the nasopharynx and 
especially Waldeyer’s ring (including the 
base of the tongue, the pyriform sinus, epi- 
pharynx), and the Eustachian tube. Infla- 
tion does no good, for it is a question of in- 
fection, not of obstruction or adhesions. 
Patients who consult an aurist following an 
acute exacerbation of their deafness would 
improve under any treatment or without 
any, for they are only going through the 
normal cycle characteristic of the progress 
of the disease. If the Eustachian tube is in- 
volved any further gain in tone perception 
after three weeks must be obtained by 
treatment of the infection in the tube itself. 

In the first stage of hypertrophic salpin- 
gitis, where the pathology is mostly con- 
fined to the mouth of the tube, the hearing 
may be restored to normal. In the second 
stage, where the low limits are just begin- 
ning to be elevated, a large number will im- 
prove markedly if treated over some period 
of time. Whether they relapse or not de- 
pends on whether they were seen in the 
early part of the second stage or the last 
part. 

In the first stage, in order that we may 
avoid trauma, the tube is opened by apply- 
ing a 1-4 per cent solution of cocaine ona 
cotton-tipped applicator through a silver 

















catheter. A 20 per cent fresh argyrol solu- 
tion is now used twice a week. 

In the second stage, after opening the 
tube argyrol is still of service, but at every 
third or fourth visit much can be gained by 
flooding the tube with a soluble colloidal 
silver solution through a flexible catheter. 
(This effect may be mechanical.) 

In the third stage of fibrosis a 3-per-cent 
tincture of iodine is applied twice, with 
occasional floodings with the silver. All 
that we can hope for in this stage is to ar- 
rest the further loss of hearing. One of 
the most satisfactory things to the patient 
is the relief of tinnitus. If the tinnitus is 
louder in one ear than the other or is con- 
fined to one ear, the local treatment is usu- 
ally satisfactory except in cases of extreme 
deafness. If the patient locates the noise 
in the head generally, without being able to 
state whether the sound comes from the 
ears or not, removal of the pyogenic focus 
often gives relief. The writer has not 
found narrowing at the isthmus bands, or 
obstruction of any kind, a problem in the 
treatment of chronic progressive deafness. 

After surgical treatment of the tonsils, 
sinuses, or mandible, patients may still be 
subject to repeated reinfection because the 
remaining lymphoid tissue at the base of 
the tongue and pyriform sinus needs care- 
ful follow-up treatment. 

All of these cases, having been toxic for 
years, are anemic and tend to have delayed 
clotting. All of them are benefited by elim- 
inative treatment, changing the bacterial 
flora in the intestine, and treatment of the 
anemia. 





Treatment of Botulism. 

Sisco (Boston Medical and Surgical 
Journal, Nov. 2%, 1924) notes that the sim- 
larity of botulinus toxin to diphtheria and 
tetanus toxin led to the production of anti- 
toxin in horses and goats, and this, judged 
by its action in laboratory animals, is our 
most potent therapeutic agent. There arc 
at least two types of Clostridium botulinum, 
designated A and B, and antitoxin has been 
Prepared from each of these. Botulinus 
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antitoxins have been standardized at the 
Hygienic Laboratory in Washington in such 
a way that one-tenth of one unit of anti- 
toxin is that amount which, when mixed 
with the standard test dose of toxin and 
injected into a 250-gramme guinea-pig, will 
prevent death of the pig for ninety-six 
hours. 

One of the greatest obstacles to success- 
ful treatment of botulism is the limited dis- 
tribution of antitoxin. The scarcity and 
sporadic nature of outbreaks of botulism 
render the commercial preparation of anti- 
toxin unprofitable, and it can now be ob- 
tained only at institutions where studies of 
botulism are being made. These are: Hy- 
gienic Laboratory, Washington, D. C.; Lab- 
oratory of Department of Health, Albany, 
N. Y.; Department of Animal Husbandry, 
University of Illinois ; and at the University 
of California. 

Botulinus antitoxin protects laboratory 
animals against the toxin of a homologous 
strain provided it is injected before symp- 
toms of intoxication develop, or, under the 
special conditions discussed below, even 
after severe intoxication has occurred. Its 
action in human cases, however, has been 
disappointing, presumably due to the fact 
that it has always been administered so late 
in the course of the intoxication that 
irreparable damage has been done. 

Because the full dose of toxin enters the 
body at one time Dickson recommends the 
intravenous administration of antitoxin in 
a single large dose, 20,000 units, rather than 
in repeated smaller doses. At present there 
is no accepted procedure for repeating in- 
jections of antitoxin, but if such appear 
necessary administration must depend upon 
the condition of the patient. An antitoxin 
which contains 200 units per cc is consid- 
ered satisfactory, and the number is always 
indicated on the label of the container. In 
England the Ministry of Health recom- 
mends giving 20 to 50 cc of antitoxin intra- 
venously (number of units per cc not 
stated) to patients with symptoms of bot- 
ulism, to be repeated daily if necessary. For 
persons exposed but free from symptoms 
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10 cc of serum is given intramuscularly as 
a prophylactic dose, followed by larger in- 
travenous doses if symptoms develop. If 
symptoms are present, large intravenous 
doses of antitoxin are immediately indi- 
cated, and in the absence of symptoms sim- 
ilar prophylactic doses are probably not in- 
advisable. If a potent polyvalent serum is 
available it should be used, otherwise equal 
amounts of type A and B sera should 
be administered. The type A strain has 
been the cause of the great majority of the 
outbreaks in the United States. Before the 
administration of antitoxin the susceptibil- 
ity of each patient to horse serum should 
be determined and desensitization accom- 
plished if necessary. 

The sooner antitoxin is administered 
after the ingestion of toxin the greater is 
the chance of preventing intoxication. As 
far as revealed in literature, it may be said 
that no human case of botulism has recov- 
ered to which antitoxin was administered 
after the onset of objective symptoms. 

It has been shown in laboratory animals 
that prolonged etherization or narcotization 
with morphine greatly retards the rate of 
intoxication. Bronfenbrenner and Weiss 
show that “anesthesia (ether) delays the 
progress of intoxication not only when ad- 
ministered immediately after the intake of 
toxin, but when administered much later, 
after the intoxication has already progressed 
far enough to cause definite objective signs 
of poisoning. At this late stage of intoxi- 
cation the unsupported serum therapy of 
botulism in guinea-pigs usually remains 
without effect. If, however, the animals are 
etherized at this time and kept under the 
influence of ether for some time, antitoxin 
therapy becomes effective. Indeed, the anti- 
toxin treatment can be delayed further for 
several hours, provided the animal is kept 
under anesthesia during the interval.” Sim- 
ilar results were obtained when morphine 
was used instead of ether. 

Edmunds, Long and Keiper emphasize 
the fact that most muscular disturbances 
of botulism are due to fatigue, apparently 
the result of paralysis of the myoneural 
junctions. They note that animals always 
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die of respiratory failure, never of cardiac 
failure, and state that artificial respiration 
will maintain life in dogs for four days after 
cessation of normal respiration. 

The treatment of human botulism after 
symptoms have developed has been so dis- 
appointing that it has come to be regarded 
as hopeless. With the aid of animals, meth- 
ods have recently been discovered which 
may prove salutary in human cases. Mor- 
phine or ether may so bridge the interval 
between ingestion of toxin and administra- 
tion of antitoxin that the latter may prove 
much more efficacious than it has in the 
past. It seems even possible that the judi- 
cious use of morphine, ether, artificial res- 
piration, oxygen inhalation and antitoxin 
might reclaim cases which are now consid- 
ered past help. 





Air and Oxygen Injections in the 
Treatment of Tuberculous 
Peritonitis. 

Hayes (The Journal-Lancet, November, 
1924) gives a preliminary report on this 
subject in which, after a review of liter- 
ature, he records cases treated in his own 
clinic. The first case, proven to be exten- 
sively tuberculous by abdominal section, was 
given 350 cc of oxygen by injection into 
the peritoneal cavity at a time when she 
seemed so near her end that her family had 
been summoned. Vomiting ceased, the bow- 
els moved, appetite returned, the tempera- 
ture dropped, the pulse was reduced in 
frequency, and the patient regained her 
health. The injections were repeated at 
intervals of two or three weeks, from 250 
to 400 cc of oxygen being given each time. 

The case was of the non-exudative type. 

In the case of a young colored woman 
exhibiting the exudative type, practically, 
in extremis when first seen, suffering from 
advanced pulmonary tuberculosis, 2500 cc 
of straw-colored liquid were first with- 
drawn. She felt somewhat relieved the first 
forty-eight hours. Thereafter she went 
into shock and died. 

The third case, on whom a laparotomy 
had proven the non-exudative type of tuber- 
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cular peritonitis, was given 300 cc of oxy- 
gen, this apparently with great benefit, 
though the case could not be followed as 
she left the hospital. 

An explanation for the action of the oxy- 
gen when used to combat tubercle bacilli in 
closed cavities is suggested by Wells and his 
collaborators. They state that although 
during the growth of the tubercle bacilli 
oxygen is absorbed and carbon dioxide is 
given off, oxygen pressure much over nor- 
mal inhibits the growth of the germs. Again, 
in order that the growth of the tubercle 
bacilli may take place, the carbon dioxide 
must reach a certain concentration. The 
introduction of oxygen into the abdominal 
cavity, owing to the pressure of the oxygen 
and to the reduction in the concentration of 
the carbon dioxide surrounding the tubercle 
bacilli growing in the peritoneal cavity, 
inhibits the growth of these bacilli. 





The Inflation Test for Tubal Patency. 


Bonney (Lancet, Nov. 22, 1924) de- 
scribes and pictures a simple apparatus 
provided with a manometer and by means 
of which carbon-dioxide gas can be passed 
into the uterus through a tube to which is 
affixed a cone-shaped india-rubber obtur- 
ator. The pressure shown indicates whether 
the tubes are or are not patent. 

The patient is anesthetized and a tubu- 
lated dilator is introduced into the uterus, 
the stylet closing its channel is withdrawn, 
and air is forced in by means of a bulb, to 
the connecting tube of which a manometer 
is attached. In practice one of four things 
happens : 

The bulb is emptied without any diffi- 
culty, the pressure not rising much above 
100 mm. at any time and falling to zero by 
the time the bulb is empty. This indicates 
that one or both tubes are freely patent; a 
finding which in a case of sterility at once 
ontraindicates any abdominal operation 
having for its object the opening up of the 
tubes, 

The bulb cannot be emptied, although the 
Pressure is raised to 200 mm. Above this 
it is not safe to go, for fear of rupturing 
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the tubes or uterine cornua. Such a finding 
shows that both tubes are blocked, and in 
a case of sterility indicates that an attempt 
should be made to reopen them through the 
abdomen. A small amount of air can be 
forced into the uterus by distending its 
cavity, but not nearly enough to empty the 
bulb. Under these circumstances it is the 
cornua which distend, the uterine wall in 
these regions being relatively thin and 
stretchable. 

The bulb empties but with difficulty, the 
pressure required being well above 100 mm., 
but when emptied the pressure falls to zero. 
This shows that there is a partial block, the 
air escaping into the peritoneal cavity very 
slowly. In a case of sterility here, as in the 
preceding, an abdominal operation is 
indicated. 

The bulb empties with difficulty, the pres- 
sure required being well above 100 mm., and 
when empty the manometer continues to 
register a definite pressure. This shows that 
the air has distended a tube closed at its 
abdominal end only, the pneumosalpinx 
thus formed acting like the compressed 
bulb and continuing to maintain the 
pressure. An abdominal operation is 
indicated. 

Suppose, then, that the operator finds 
either a deficient passage of the air or no 
passage at all. The dilator with the bulb 
attached is left in the uterus and secured 
there by packing gauze into the vagina 
round it. The abdomen is then opened and 
the condition of the tubes inspected. A 
ring forceps is now placed on one of them 
so as to close it securely, and an assistant 
then compresses the bulb so that the surgeon 
can see what happens to the other tube. If 
the block is at the inner ostium no air at 
all enters the tube, but if it be’ further 
along, the tube will be seen to dilate as far 
as the block. The ring forceps is now taken 
off and applied on the other side, and the 
condition of the second tube is investigated 
in the same way. 

The surgeon has now to decide whether 
he should open up the tubes or one tube 
only, or neither, according to the condition 
found. 
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The most: important thing that inflation 
teaches is that in an unexpected proportion 
of cases of sterility the tubes are not freely 
patent, although tactile examination reveals 
nothing apparently abnormal about them. 
When one comes to examine such tubes 
through an abdominal incision, the blockage 
is found to be due either to closure of the 
abdominal ostia by adhesions, or to stric- 
ture, usually multiple, along the course of 
the tube, or to kinks in the tube. All these 
conditions are probably, in most cases, the 
after-results of inflammation, but of inflam- 
mation so slight that the patient’s past his- 
tory can be searched without finding any 
clue pointing to the date of its occurrence. 

It is noteworthy that many of these closed 
tubes present an appearance so like the 
normal that close inspection is needed to see 
the deformity. This particularly applies to 
kinks. A‘kinked tube presents a series of 
slight dilatations, the sections intervening 
between which mark the points where the 
mesosalpinx is shortened. On inflating the 
tube from below these appearances become 
very much more marked. 

Inflation of the tubes in some cases aids 
the surgeon in diagnosing the nature of a 
pelvic mass. As an example, if a swelling 
is found on either side of the uterus and 
on inflation the bulb can be emptied, show- 
ing that one at least of the tubes is pateut, 
then the mass on one of the sides is not 
tubal. 


Treatment of Chronic Arthritis by 
Heat and Light. 

DampteErR-BENNETT (The Practitioner, 
December, 1924), leaving out medicinal and 
general hygienic treatment of rheumatism, 
concentrates particularly on the application 
of heat and light. In the electrically- 
heated local baths the receivers are placed 
over the limb or portion of the body to 
which the heat is to be applied, the electric 
current is turned on, the wires immediately 
begin to glow, and the temperature rises as 
high as 350° or 400°: F. 

The first effect of exposure to a high de- 
gree of heat is a sensation of chilliness. It 
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lasts only a few seconds, and may escape 
observation unless particularly watched for, 
The cutaneous vessels have contracted in 
response to the first stimulus of heat. 

Almost immediately dilatation ensues ac- 
companied by a rise in temperature, which 
remits on the occurrence of diaphoresis. In 
the case of a local bath the increase of tem- 
perature is not so high generally as locally, 
though general diaphoresis follows closely 
on the appearance of local perspiration. 

In locally applied superheated air baths it 
has been demonstrated that there is an in- 
crease in the temperature of the blood re- 
turning from the area under treatment, 
which may be regarded as, to a very large 
extent, due to the physical effects of the 
exhibition of such a high degree of heat. 
Were it physiological, it is only reasonable 
to suppose that the general temperature 
would more nearly approximate to the local 
temperature than is the case. On the other 
hand, the increase in the general tempera- 
ture is physiological, and is due to increased 
heat production and diminution of ther- 
molysis. The fact that there is a sensible 
loss of weight at the conclusion of such a 
bath is sufficient evidence of the intensity 
of the catabolic processes. 

The principal advantages claimed for the 
employment of very high temperatures in 
gout and rheumatism are: 

1. That there is an improvement in nu- 
trition due to nervous stimulation. 

2. Since the biurate of soda is known 
to be soluble in direct proportion to the 
temperature of the solvent, therefore the 
agent causing the joint affection is more 
readily removed by the heated blood. 

It is impossible to dilate the capillaries 
beyond a certain point, that of their maxi- 
mum caliber. This dilatation is due to the 
prolonged application of heat, and must be 
regarded as a fatigue effect, caused by over- 
stimulation of the vasomotor nerves. They, 
the cutaneous vessels, are bordering on the 
condition which prevails previously to vesi- 
cation. 

The protracted employment of such ther- 
mal stimuli must, of necessity, diminish the 
power of the vasomotor nerves to maintain 
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proper vascular tonus. The result is likely 
to be a condition of great cutaneous irri- 
tability, good examples of which may be 
seen in those cases of dermatitis of the 
shins caused, chiefly in girls, by sitting in 
front of a fire with the legs exposed to 
what is to all intents and purposes a radiant 
heat bath. 

The benefit accruing from this line of 
treatment makes one inclined to think that 
it is due to the actual increase of the amount 
of blood circulating through the tissues, in- 
ducing more rapid metabolism. 

With regard to the increased capacity for 
dissolving the biurate of soda by means 
of the heated blood, though the salt may be 
slightly more soluble in blood whose tem- 
perature has been raised a degree or two, 
it seems also not unlikely that the reaction 
of the blood may have some influence upon 
it. For it has been observed that elevation 
of temperature diminishes the alkalinity of 
the blood, and, on the other hand, that the 
latter is increased by cold applications and 
subsidence of temperature. 

In considering the suitability of a given 
case for hot air or radiant heat baths it 
must be borne in mind that luminous heat 
causes a greater reaction at lower tempera- 
tures, and increases both local and general 
body temperature to a greater degree than 
non-luminous heat. 

The point of the argument is that by no 
possible means can the bodily temperature 
be raised beyond a certain degree without 
inflicting injury. It is true that, other 
things being equal, this limit is reached 
more rapidly by the more intense methods, 
but they cannot be borne for so long a 
period. Where faulty nervous influence is 
Suspected, in ordering hot air, radiant heat, 
and light baths the following precautions 
should be observed : 

The full bath should be used in preference 
to a local bath. The temperature should 
not be more than 150° F. at the commence- 
ment of the course; it may be gradually 
taised if circumstances demand it. Ven- 
tilation should be free. The bath should 


hot exceed 15 to 20 minutes’ duration at 
the outset. 


The Toxicity of Salvarsan. 

WECHSELMANN (Urologic and Cutaneous 
Review, December, 1924) believes that be- 
cause of the innumerable injections of sal- 
varsan running into the millions without 
the slightest complications, one is no longer 
justified in speaking of salvarsan as a poison 
in general. Even in those cases in which 
unfortunate consequences have followed the 
dose has not entered as a factor; for results 
of this kind have been observed with doses 
of 0.1 and 0.2 gramme of neosalvarsan, 
while 3 grammes have been administered 
without any ill effects. The matter of a 
cumulative effect cannot be considered in 
this connection, for there have been fatal 
results from the administration of a total 
amount of from 0.3 to 0.8 gramme of sal- 
varsan, while other patients have borne 
without ill effects as much as 50 grammes. 
In addition to this, it has happened that only 
one of a series of patients receiving salvar- 
san from one and the same tube has died, 
and this patient the one who had received 
the smallest dose. One can only proceed 
upon the assumption that chiefly functional 
disturbances of the organs, of a transitory 
nature, are responsible for transforming 
into a poison the salvarsan, which is in 
itself not poisonous in the usual doses. 

It is consequently necessary in order for 
salvarsan to become toxic that there be a 
transitory insufficiency in the function of 
elimination in the body of the individual 
into whom the drug has been injected so 
that its elimination cannot proceed in the 
regular manner, or that the deprivation of 
its poisonous properties is in some way in- 
terfered with. Since the main point of at- 
tack of the arsenicals is the capillaries, the 
poisonous action of salvarsan or the prod- 
ucts of its decomposition are to be seen in 
those locations particularly where the cap- 
illaries are already the seat of disease and 
their permeability is altered. It is evident 
that salvarsan, which is in itself not poison- 
ous, if it circulates for a long time in the 
blood may become oxidized into a poisonous 
compound. The endothelium of the capil- 
laries may become seriously injured by sal- 
varsan decomposed in this way circulating 
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in the blood, particularly if it has already 
suffered from the action of an infectious 
disease or from poison, and is consequently 
lowered in biological vitality. The wall of 
the normal capillaries may have ascribed 
to it the capacity of offering a certain hin- 
drance to the passage of fluids, thus 
regulating the exact physiological amount 
required by the cells. This capacity is low- 
ered or put out of action by certain poisons 
and metabolic products, and this applies to 
some but not to all arsenical compounds. 

From this point of view the two chief 
injurious effects of salvarsan which are 
met with in different individuals, the exan- 
themata and the hemorrhages in the central 
nervous system, are understood. 

If the excretion of water by the kidneys 
is systematically measured during a course 
of salvarsan treatment it will be observed 
that the complications, such as fever, dis- 
comfort, nausea, are usually connected with 
a diminution in the amount of water 
excreted. 

The nature of toxic exanthemata rests 
upon the effects of a poison upon the cap- 
illaries whereby they become pervious for 
serum, white blood cells, and even for red 
blood cells. There often occurs upon the 
administration of mercury, especially after 
the injection of the insoluble salts, at first 
a polyuria followed by oliguria and fre- 
quently by anemia. The same results follow 
with the combination of silver or bismuth 
with salvarsan. When the reserve power 
of the kidney no longer suffices for the 
elimination of the mercury or salvarsan, 
the skin assumes a vicarious function, and 
when its power is exhausted, exanthema 
results. The number of cases of exanthema 
which the physician produces or avoids is 
the measure of his capacity for the proper 
administration of ‘salvarsan. 

Salvarsan has practically no affinity for 
the nervous system ; the neuro-recidivations 
which the lively fancy of the inexperienced 
syphilidologist insists are caused by salvar- 
san have showathemselves to be nothing 
more than the long-known symptoms of 
syphilis, and have been made rarer or even 
cured by the fearless administration of sal- 
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varsan. None of the symptoms on the part: 
of the brain are caused by neurotropism,' 
but are all to be explained by the injury to’ 
the capillaries and the permeability of theif 
walls for serum, with consequent edema, 
swelling of the brain, or diapedesis of red 
blood cells. In some of the cases slight 
kidney insufficiency, particularly beginning 
but not fully developed contracted kidney, 
plays an important role by keeping back 
the solid constituents of the urine. 

It is evident that salvarsan is scarcely 
toxic in the usual doses. As a matter of 
fact the complications are constantly dimin- 
ishing in spite of the fact that the use of 
salvarsan in all parts of the world has 
assumed very large proportions. 





Non-specific Protein Reactions as an 
Adjuvant to Endocrine Therapy. 


SPANGLER (Atlantic Medical Journal, De- 
cember, 1924) writing on this topic notes 
that twelve years ago non-specific biologic 
reactions seemed at such variance ‘with ac- 
cepted theories of immunity and resistance 
to disease as to appear illogical. Even five 
or six years ago clinical results obtained 
with protein therapy were considered by 
many to represent pure empiricism and 
were thought to be accidental, psychic, or 
temporary. 

In the past few years the many practical 
clinical results reported by numerous inves- 
tigators, following the injection of milk, 
peptone, shattered hemiproteins, bacterial 
vaccines, various serums, and a great vari- 
ety of protein substances, have led immun- 
ologists to study the mechanism responsible 
for the therapeutic benefits obtained, and 
to-day non-specific protein therapy has be- 
come recognized as a factor in resistance 
to disease. 

While specific immunization aims to in- 
fluence directly the cause of the pathological 
process and is of great value in treating 
conditions of known etiology, non-specific 
agents, by their power of altering the reac- 
tivity of the whole organism through cell 
stimulation with tissue and glandular activ- 
ation, are now being used with benefit, 
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especially as adjuvants to other therapeutic 
measures, in many acute and chronic 
conditions. 

The injection of a protein substance is 
followed by a certain amount of local and 
systemic reaction which varies, as Petersen 
points out, with the form of protein used, 
its method of injection (intravenous, intra- 
muscular, etc.), its absorption and strength 
of dosage, the type of infection or toxin 
from which he is suffering, as well as with 
the number of previous injections. 

With the increasing evidence of clinical 
success following protein injections, many 
theories have been advanced to explain the 
mechanism which brings about the beneficial 
results. Summed up briefly, they all depend 
more or less on the production of several 
fundamental changes, viz. : 

(a) General cell and glandular stimu- 
lation—“plasma activation,” as Weichardt 
terms it. 


(b) Alteration of the permeability of the 
cell membranes and vessel walls as shown 
originally by Starkenstein and confirmed 


recently by 
others. 

(c) Colloidal change of the plasma plays 
an important part, as advanced by Kolmer 
and others. 

(d) Stimulation of the hematopoietic 
organs, followed by an alteration in the 
proportional relation of the leucocytes. 

With the conceded value of non-specific 
therapy it is very desirable, therefore, that 
a protein be used for clinical purposes 
which is chemically defined and constant, 
and the dose of which can be accurately 
measured. 

Snake venom is a chemically defined pro- 
tein which is physiologically standardized 
by the reptile itself. Chemically it belongs 
to the albuminoids and consists of two 
principal compounds—one a globulin which 
acts primarily on the blood and blood-vessel 
walls; and the other a peptone element, 
which affects the nervous system and in 
large enough doses causes paralysis. Its 
action when tested in animals and humans 
shows that it stimulates general cell meta- 
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bolism, alters the permeability of vessel. 
walls, produces a selective stimulation of 
the hematopoietic system, and lengthens 
the clotting time of the blood. 

The evaporated, dried, yellowish crystals, 
extracted from the crotalus horridus, are 
dissolved in sterile water and glycerin, to 
which is added enough tricresol to pre- 
serve and keep the solution sterile. This 
solution is prepared in varying concentra-: 
tion and put into sterilized ampoules con- 
taining 1 cc each, representing 0.0024 grain, 
0.005 grain, and 0.01 grain, etc. It is 
tested bacteriologically to determine free- 
dom from aerobic and anaerobic contam- 
ination. 

The contents of an ampoule is given in- 
tramuscularly, using an all-glass syringe 
and platino-iridium needle, with the usual 
sterile precautions. After the injection the 
site is covered with Turlington’s balsam 
and sterile cotton. 

At the site of injection, in properly regu- 
lated doses, there is produced but slight 
local reaction. What little cellulitis arises 
usually reaches its maximum in from 
twenty-four to thirty-six hours, and the 
injected area will, as a rule, return to nor- 
mal by the second day. Systemically it is 
the rule, for venom protein injections, in 
doses ranging from 1/400 to 1/50 grain 
to produce no chill, fever, sweating, nausea, 
or other depressing disturbance. Occasion- 
ally there will be a slight elevation of 
temperature for a few hours, but in most 
patients the normal temperature range is 
not disturbed. Many patients experience 
a feeling of euphoria a few hours after an 
injection. Those receiving crotalin injec- 
tions, on an average of once a week, can 
attend to their routine occupations with 
but little inconvenience. 

The degree of eosinophilia produced fol- 
lowing venom protein injections is a satis- | 
factory guide as to strength of dose. Asa 
rule the highest percentage of eosinophiles, 
following the range of doses (1/400 to 1/50 
grain), occurs by the second or third day. 
In from five to seven days after injection 
the eosinophile cells will, as a rule, have 
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dropped to four per cent or under, and the 
patient may be given another injection. It 
has not seemed wise to increase the strength 
of dose as long as any given strength is pro- 
ducing an eight or ten per cent eosinophilia 
on the second or third day after an injec- 
tion. 

Clinical experience thus indicates that 
with crotalin solution in doses large enough 
to produce not more than eight to ten per 
cent of eosinophile cells within twenty-four 
to forty-eight hours after an intramuscular 
injection, we have an agent which produces 
a state of cell and glandular stimulation, 
with a colloidal change of the plasma and 
altered permeability of cell walls, which 
corresponds to that stage of the mechanism 
of the non-specific reaction which is of 
therapeutic value. This stage is probably 


an anaphylactoid state. 





Treatment of Staphylococcus and Strep- 
tococcus Meningitis by Continuous 
Drainage of the Cisterna Magna. 


Danpy (Surgery, Gynecology and Ob- 
stetrics, December, 1924) notes that if con- 
tinuous drainage could be equally well 
maintained by the lumbar route, the effects 
should be the same. The only superiority 
of cisternal drainage should be that con- 
tinuous drainage is actually easier to main- 
tain, and that the drainage tract is easier to 
close when desirable. The cerebellum re- 
mains at a distance of 2 to 3 centimeters 
from the opening of the drainage tube and 
cannot plug it (at a later stage a foraminal 
hernia of cerebellum might develop either 
from hydrocephalus or infection in the 
cerebellum), whereas the roots of the cauda 
equina are prone to float into and block the 
opening of a tube in the spinal canal ; should 
the tube be inserted into the spinal dura 
instead of being sutured flush with it, this 
possibility would be even more likely. It 
is much more difficult to maintain a drain- 
age tube in the lumbar region, and the 
chances of soiling the wound from excreta 
are always great. It is relatively simple to 
immobilize a drainage tube in the hollow 
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of the neck by a big dressing. Either the 
tube can be attached to a bottle or, if the 
patient is too restless, the drainage bottle 
can be inserted into the dressing and lateral 
movements of the body need not be re- 
stricted. Anteroposterior movements are 
prevented by a check-rein from the forehead 
to the interscapular region. Moreover, it 
is relatively easy to maintain sterility of the 
skin in the suboccipital region. 

It should be emphasized that drainage 
alone cannot cure meningitis. In the final 
analysis the body must be able to combat 
the infection, and if this is impossible drain- 
age will be unavailing. Drainage can only 
help nature fight this battle by removing 
the intracranial pressure and by eliminating 
much of the infection. It is, therefore, not 
to be expected that any method is going to 
do more than reduce the high mortality 
rate which exists at the present time. 

Early continuous drainage of the cisterna 
magna is advocated for the treatment of 
meningitis in which the infecting organism 
is the staphylococcus or streptococcus. 

Three of four cases so treated survived; 
one case of streptococcus viridans, one of 
streptococcus hemolyticus, and one of 
staphylococcus aureus. In the unsuccess- 
ful case the organism was streptococcus 
hemolyticus. 

This method is not urged in other forms 
of meningitis because it is felt, though not 
proven, that the character of the inflam- 
matory exudate would probably make drain- 
age impossible. 


Coincidence in Surgery. 


FREEMAN (Illinois Medical Journal, De- 
cember, 1924) notes that coincidence has 
much to do with the fame of rain-makers, 
with the successes of the divining-rod, with 
the prognostications of prophets, and with 
the influence of the heavenly bodies upon 
human affairs. In other words, it is inti- 
mately associated with many of our super 
stitions and fanciful beliefs. 

From a medical standpoint, we should not 
lose sight of the important part which coin- 
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cidence plays in the cure of disease by 
prayer, and in the practice of quacks and 
medicine-men of all times and places. Upon 
it, in fact, depends the very existence of 
Christian Science and the various “cults,” 
“pathies” and “isms” with which a long- 
suffering humanity is afflicted. Such char- 
latanisms thrive upon the certainty that a 
percentage of recoveries is sure to coincide 
with any form of treatment, no matter how 
foolish, if we use it in a sufficient number 
of cases of a self-limited disease. 

Postoperative pulmonary affections, such 
as bronchitis and pneumonia, always have 
been regarded as complications of general 
anesthesia, upon what seemed to be good 
circumstantial evidence—a drug was in- 
haled and trouble appeared in the lungs, 
hence the trouble was due to the drug. Few 
opinions are more firmly rooted than this, 
as indicated by the term “ether-pneumonia,” 
and yet it probably is largely grounded upon 
coincidence. 

These dreaded postoperative affections 
come from a variety of causes with which 
the anesthetic has comparatively little to 
do—from embolism; from defective ven- 
tilation of the lungs (due to paresis of the 
diaphragm and to restricted respiration 
from pain and gaseous distention); from 
retention of secretions, owing to the inabil- 
ity to cough; from hypostatic congestion, 
the result of prolonged decubitus; from 
traumatism and cooling of the abdominal 
viscera; from lymphatic infection; and 
also from the fact that, owing to the inde- 
pendent occurrence of many thousands of 
operations and many thousands of pulmo- 
nary inflammations, it would be strange 
indeed if they failed to coincide occasion- 
ally without the relation of cause and effect, 
like ingrowing toe-nail and baldness. 

The law of probabilities asserts that 
“When two events are independent of each 
other, the product of their separate prob- 
abilities forms the probability of their 
concurrence.” In other words, if the prob- 
ability of a man being operated upon and 
the probability of his having an independent 
pneumonia were each one in ten, the prob- 
ability of their coincidence would be one 
in one hundred. 
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It recently has been shown by long series 
of cases (for instance, hernias) that affec- 
tions of the lungs occur almost as frequent- 
ly after local anesthesia as when general 
anesthetics have been employed. 

The recovery of a number of consecu- 
tive cases following a certain operation 
often encourages the idea that the procedure 
is without danger, or that a special tech- 
nique is infallible; and yet such a run of 
fortunate cases may mean no more than, 
because a reckless motorist has passed a 
“blind corner” many times without acci- 
dent, he can continue to do so indefinitely. 
We easily recognize these “lucky runs” in 
cards, but we are too apt to overlook their 
significance in surgery. 

The coincidence of a surgical interven- 
tion with a high or a low resistance on the 
part of the patient has so much to do with 
the result that it deserves more attention 
than it has received. 

We have been taught by bitter experience 
that toxic goitres can only be handled with 
safety in the intervals between the periods 
of toxicity; but it is not so clearly under- 
stood that the rule also applies to certain 
other conditions, such as the intermittent 
jaundice and sepsis associated with a stone 
in the common bile-duct. 

In this connection should be mentioned 
the preoperative use of vaccines for the 
purpose of increasing postoperative resist- 
ance to the commoner forms of infectious 
bacteria. For insufficient reasons this safe- 
guard has been neglected, in spite of the 
fact that satisfactory results have been ob- 
tained from its use. We seem to be content 
with waiting for the coincidence to occur 
naturally, instead of pushing the matter 
ourselves. 

The great utility of coincident immunity, 
even in plastic surgery, recently has been 
demonstrated by Katzenstein. When skin- 
grafts or flaps are rendered immune by 
preoperative infection with the proper bac- 
teria, they may be transplanted to infected 
surfaces, in spite of the most unfavorable 
conditions, with every prospect of primary 
union. In this way can be cured old ulcers 
of the leg and of amputation-stumps, even 
though connected with the bone, while 
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without this preliminary preparation failure 
is the usual outcome. 

For statistics to be of value we must 
know much about them, and about the men 
who made them, or they may lead us, from 
coincidence, into deductions just as absurd 
as the one arrived at by Mark Twain—that 
a bed must be a very dangerous place, be- 
cause so many people die there. 

When we say that ten per cent of the 
people in the world who are over middle 
age die of cancer, it is not meant that ten 
out of every hundred in any given com- 
munity will succumb to that disease. Some 
districts will be hard hit while others re- 
main free. Or again, it does not follow 
that because the operative mortality of gen- 
eral peritonitis is ninety per cent that ninety 
out of every hundred cases operated upon 
will surely die. Hence it is obvious that 
we are not justified in telling a patient, as 
is so frequently done, that statistics show 
that his chances from a given operation are 
just so much. 





Study of 888 Cases of Biliary Tract 
Disease. 


Bratock (Bulletin of the Johns Hopkins 
Hospital, December, 1924) presents an 
elaborate and thorough statistical study 
from the Johns Hopkins Hospital records 
of the surgical service between the years 
1889-1924, bearing on cases diagnosed as 
disease of the biliary tract. Excluding 
malignant cases the average age was forty- 
four years, the highest incidence being in 
the fifth decade. No cases fall in the first 
decade and very few in the second. The 
youngest patients are found in the group 
with disease without stones. Morbid condi- 
tions in the biliary tract are much more 
common in the white race than in the col- 
ored, and more common in females than in 
males. Twenty-eight per cent of the pa- 
tients had had a preceding typhoid fever, 
the highest percentage occurring in the 
group without stones. Ninety-one per cent 
of the married women had been pregnant. 

The most common symptom was pain; 
indigestion ranking next in frequency. The 
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group with stones in the common duct had 
the most severe symptoms, the least severe 
being found in the group without stones. 
The shortest intervals separating the initial 
symptom suggestive of biliary tract trouble 
and the seeking of surgical aid are found in 
the group without stones. By far the high- 
est percentage of persistent jaundice was 
found in the group with stones in the com- 
mon duct. Jaundice was present on physi- 
cal examination in 39 per cent of all cases, 
the highest percentage (80) being in the 
group with stones in the common duct. 
The liver was enlarged in 22 per cent of all 
cases; of patients with stones in the com- 
mon duct 38 per cent had enlarged livers. 
The gall-bladder was palpable in 22 per 
cent of all cases, the highest percentage 
being in the group with stones in the gall- 
bladder or cystic duct. Thirty-one per cent 
of these patients were in acute pain when 
admitted to the hospital. There was ten- 
derness on abdominal palpation in 77 per 
cent and muscle spasm in 44 per cent of 
all cases. The leucocyte counts were rather 
surprisingly low, in very few cases over 
15,000 white cells. Twenty-three per cent 
of patients with gastric analyses had an 
achlorhydria; x-ray studies were positive 
for stones in 13 per cent of cases in which 
plates were made. 

Fifty-eight per cent of all cultures taken 
at the time of operation were positive, the 
predominating organism being B. coli with 
B. typhosus ranking next. Eighty-nine per 
cent of all cases in which the gall-bladder 
was removed showed thickened walls, and 
round-cell infiltration was present in 98 per 
cent. The stay in the hospital after opera- 
tion was usually shorter and less disagree- 
able to patients after cholecystectomy than 
after drainage of the gall-bladder. Twenty- 
five per cent of the patients had other 
pathological conditions in addition to those 
found in the biliary tract at the time of 
operation. Of these appendicitis and pan- 
creatitis were the most common. 

Including the patients who had had the 
first operation performed at another hos- 
pital, 11 per cent of the whole number re- 
quired more than one operation. The gall- 
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bladder had been drained at the original 
operation in 89 per cent of these cases 
in which another operation became neces- 
sary, the latter following in less than one 
year in 56 per cent of the cases and in less 
than five years in 86 per cent. In many of 
the cases in which the duodenum was not 
probed through the common duct at the 
time of the original operation, surgical in- 
terference a second time was required. Of 
the patients in these three groups, 9.5 per 
cent died while still in the hospital, and no 
reply was obtained as to their condition in 
18 per cent of cases. Of the remaining 532 
patients, 76 per cent were either well at the 
time of the last reply or until death from 
some other cause, 12 per cent were im- 
proved by operation, 6- per cent were unim- 
proved, and 3 per cent had died from other 
trouble in less than a year after leaving the 
hospital. 

This series of cases would seem almost 
to be an ideal one for comparison between 
cholecystectomy and cholecystostomy, inas- 
much as 49 per cent of the patients that 
were followed after leaving the hospital 
had the gall-bladder removed, and 51 per 
cent had it drained. The percentages of 
cured and improved patients following the 
two types of operations are about the same, 
but only 39 per cent of the deaths followed 
cholecystectomy, whereas 61 per cent fol- 
lowed drainage of the gall-bladder. In 
addition 79 per cent of the patients who 
had recurrence of symptoms (with and 
without another operation) had had the 
gall-bladder drained at the original opera- 
tion. A cholecystostomy had first been 
performed on 89 per cent of the patients 
who had to undergo a second operation. Of 
the patients who died following removal of 
the gall-bladder, 85 per cent were in an 
acute attack at the time of operation, while 
of those who died after drainage 78 per 
cent were in a like condition. The common 
duct was injured in only two cases in which 
a cholecystectomy was performed. 

Forty-two cases of carcinoma of the 
biliary tract were studied from the same 
Points of view, and the various findings were 
contrasted with those found in the groups 
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without malignancy. The symptoms in this 
group were usually of shorter duration, the 
most prominent being pain, jaundice, and 
indigestion. Jaundice was present on phy- 
sical examination in 70 per cent of these 
cases. Operation merely seems to hasten 
death in this group, as none of the patients 
followed lived for more than a year. 

The facts presented in this study would 
seem to justify the belief that the gall- 
bladder should be removed in all cases in 
which it is diseased, whether stones are or 
are not present, except in cases with ma- 
lignancy of the biliary tract, provided that 
the condition of the patient is such that the 
added time under anesthesia will not lessen 
too greatly his chances for recovery. 

In malignancy of the gall-bladder, when 
a positive diagnosis can be made without 
exploration, no operation should be per- 
formed, inasmuch as it only shortens the 
patient’s life. 





Conservative Treatment of the Chronic 
Suppurative Ear. 


Haskin (Annals of Otology, Rhinology, 
and Laryngology, December, 1924) reports 
that in 1915 he tabulated all cases of sup- 
purating ears seen by him up to that date. 
There were 800. Of this number 21 were 
operated upon for radical mastoid. In his 
private practice he has never done a mas- 
toid, and has never seen a single case in 
which he has had cause to regret this con- 
servative policy. The x-ray is not always 
helpful in framing a diagnosis. It will show 
fairly large masses of choleastoma, and 
when the secretion is very abundant and is 
purulent it will show necrotic masses of 
bone and sometimes will reveal areas of 
actual destruction of the mastoid cortex. 
Areas of carious action often clear up by 
the use of enzymol with its dilute hydro- 
chloric acid complement. This solution 


should be used for periods of twenty min- 
utes or more twice a day, the canal being 
filled and the patient lying down with the 
ear up. All secretion should be removed 
by suction. Whenever there is any indica- 
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tion of pressure, of meningitis, or of laby- 
rinthine involvement, there should be no 
question as to the advisability of doing the 
radical operation. 





Value of Insulin to the Obstetrician. 


EnRENFEsT (American Journal of Ob- 
stetrics and Gynecology, December, 1924) 
thus summarizes the views he presents in 
an excellent paper: 

Changes in those endocrines, admittedly 
of importance in the carbohydrate metabol- 
ism, during pregnancy uniformly are of a 
nature to indicate that they are hyperactive 
in the sense of sugar assimilation. This is 
entirely in accord with the necessity of in- 
creased carbohydrate intake for the needs 
of the fetus. In spite of the increased and 
accelerated sugar assimilation during preg- 
nancy, blood-sugar concentration as a rule 
remains within the normal limits. 

The automatic mechanism, which main- 
tains the blood-sugar level under the an- 
tagonistic effects of glycogenesis and glyco- 
genolysis, during pregnancy, proves ade- 
quate. Seemingly this is accomplished by 
making readier use of another available 
means of preventing a hyperglycemia, name- 
ly, by prompt lowering of the renal thresh- 
old. An outlet thus is offered for the 


escape of some of the sugar which is passed 
quickly into the blood of the pregnant 
woman through the evident speeding up of 
the carbohydrate assimilation process. This 
prompt lowering of the renal threshold as 
a protective measure in pregnancy is ex- 
pressed in the decidedly common appear- 
ance of a glycosuria after the intake of glu- 
cose, levulose, or even starch in amounts 
which in the non-pregnant healthy woman 
fail to provoke this phenomenon. 

This artificial glycosuria, often seen very 
early in pregnancy, and for this reason em- 
ployed as an aid in diagnosis, in itself is 
neither a renal diabetes nor an alimentary 
glycosuria in the usual clinical meaning of 
these terms. 

Diabetes is a disease dependent upon 
insufficiency of endocrine pancreatic activ- 
ity. In women, in whom pancreatic func- 
tion before impregnation is only barely 
sufficient or already slightly deficient, the 
necessity of increased carbohydrate intake, 
toxic conditions and alterations in endocrine 
function during pregnancy may lead to a 
true diabetes mellitus. It seems probable 
that insulin will practically eliminate all the 
many known grave dangers, to mother and 
child, arising through a complication of 
pregnancy with diabetes. 





Reviews 


La TRANSFUSION DU SANG, Etude Biologique et 
Clinique. By P. Emile Weill, médecin de 
Hopital Tenon, et Paul Isch-Wall, ancien 
interne des hdpitaux de Paris; 248 pages, 
avec 18 figures. Masson et Cie., Paris, 1925, 
price 20 francs. 

American readers will be interested in 
the fact that the subject of transfusion has 
risen to a high point of popularity amongst 
our French colleagues. This has justified 
Weill and Isch-Wall in preparing this text, 
which is illustrated with figures historical 
and otherwise, giving us information con- 
cerning this important topic. The space 


which is covered indicates to our readers 
the fact that they have dealt with the theme 
exhaustively both as to the direct and indi- 
rect methods of transfusion. They empha- 
size the fact that in profuse hemorrhages 
of all kinds, in shock, and in certain states 
of anemia there can be no doubt that trans- 
fusion is imperative. They wisely recog- 
nize that in postoperative conditions, puet- 
peral infections and other obstetrical states, 
in the hemorrhagic diathesis and in the 
presence of leukemia, transfusion has 4 








ine 


ble 
the 
ind 


lers 








relatively limited field of usefulness. They 
are not blind to the fact that accidents may 
result if the greatest care as to technique is 
not exercised. 

Appended to their text is a very exhaus- 
tive bibliography which covers many pages 
and which is divided in an excellent man- 
ner; the first section being historical, the 
second giving the discussion of the biology 
of transfusion, the next to citrated blood, 
then the references to the various blood 
groups, with many references as to tech- 
nique, and so on. A fairly full index closes 
the volume. English and American litera- 
ture is quoted, although not to the extent 
that is desired, the great majority of refer- 
ences, perhaps naturally, being to French 
writers. We find no reference to Unger’s 
method, and while three references are 
given to contributions by Lewisohn, there 
is none to the work of Lindemann. 

An interesting illustration from the his- 
torical standpoint shows direct transfusion 
from a calf to man by connecting one of 
the vessels in the hind leg with one of the 
veins at the bend of the elbow. The pic- 
ture upon the cover of the book shows 
direct transfusion from vein to vein. 


Pepratrics. By Various Authors. Edited by 
Isaac A. Abt, M.D. Volume VI, 150 illustra- 
tions. W. B. Saunders Company, Philadelphia, 
1925. Price $10 per volume. 

Our readers will recall that on the ap- 
pearance of earlier volumes we have spoken 
in terms of high praise of this work and 
the thoroughness with which it has been 
carried out. It will also be recalled that 
this exhaustive work upon Diseases of Chil- 
dren is made up of eight volumes, covering 
8000 pages, with 1500 illustrations, and a 
separate index volume without extra cost. 
The articles in the present volume deal al- 
most entirely with the acute infections from 
which children may suffer. After a pre- 
liminary chapter upon Body Temperature 
and its Regulation by Dr. F. B. Talbot, 
Clinical Professor of Pediatrics in the 
Harvard Medical School, Typhoid and 
Paratyphoid are considered by J. H. M. 
Knox, Jr., while Victor G. Heiser con- 
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tributes the article on Typhus Fever. His 
position as Director for the East of the 
International Health Board has given him 
opportunities to see typhus in a way which 
comes to few practitioners in America. 
Another Harvard teacher in the person of 
Maynard Ladd covers Acute Rheumatic 
Fever in Childhood, while William H. Park 
and Archibald J. Dickson write upon Diph- 
theria. These few names are sufficient 
guarantee of the quality of the contributions 
in general. 

After the infectious diseases have been 
thoroughly dealt with, the volume continues 
with articles upon Septicemia; General 
Anesthesia, Local and Spinal Anesthesia. 
The Medico-Legal Aspects of Anesthesia, 
and others upon the Peculiarities of Surgery 
in Childhood, Fetal Malformations, Vul- 
vovaginitis and Arthritis Deformans. 

Taking it all in all the space allotted for 
each malady is wisely distributed. In the 
article on Typhoid Fever, a disease which 
is notably of low mortality in children, 
Knox begins his study of its treatment by 
stating that its specific therapy is still in 
its experimental stage. Nevertheless he 
tells us much of the work that has been 
done along this line, and well emphasizes 
the importance of a diet which is adequate 
to support the nutrition of the child. In re- 
gard to the so-called Brand treatment he 
also wisely points out that young children do 
not stand the baths as well as adults, and 
that they also stand fever well unless nerv- 
ous symptoms are a prominent feature. He 
thinks that any bath for the reduction of 
temperature is rarely indicated unless the 
temperature be above 104°. The bath that 
he suggests is not a tub bath, but a canvas 
cot bath. With his statement that the tem- 
perature of the water applied should be 
gradually lowered we cannot agree. The 
chief object in employing the cold bath is 
not so much the reduction of temperature 
as it is to produce reaction; the temperature 
record is used as a gauge to tell us how the 
patient is reacting. He also considers 
sponging in the place of the pack and wisely 
advises against any antipyretic drugs and 
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intestinal antiseptics. While we recognize 
that it is common practice to employ an 
ice-bag to the abdomen in the case of intes- 
itinal hemorrhage, we believe that this pro- 
cedure has absolutely no influence upon the 
bleeding and that by robbing the body of 
heat it tends to increase collapse. 

We note with interest that Ruhrah quotes 
Kerley as advising 5 to 15 drops of whisky, 
diluted, every two hours in children under 
two years of age who are suffering from 
erysipelas. Ruhrah also suggests adrenalin 
hypodermically in acute collapse. 


L’Annet Tuérapeutigue. By L. Cheinisse; 18 
pages. Masson et Cie., Paris, 5¢ Anneé, 1924, 
price 8 francs. 

This small paper-bound volume of less 
than 200 pages is, as its title indicates, a 
year-book for 1924. Naturally it cannot be 
exhaustive. The author has picked out 
methods of treatment or drugs which have 
apparently appealed to him, and has ignored, 
for want of space we presume, a good deal 
of interesting material that might have been 
included. We note with interest that the 
diets for gastric ulcer, recommended by 
Coleman on the one hand and Sippy on the 
other, are evidently thought very well of. 
In the chapter upon Local Anesthesia, all 
of the commonly employed local anesthetics 
are considered. There are many references 
to papers which have appeared in the Jour- 
nal of the American Medical Association. 


Tue Boox or Receipts. By E. W. Lucas, C.B.E., 
and H. B. Stevens, O.B.E. Twelfth edition. 
P. Blakiston’s Son & Company, Philadelphia, 
1924. Price $4. 

This volume of nearly 500 pages is de- 
voted to the publication of various recipes 
and is truly a multum in parvo, containing 
a veterinary materia medica, a pharma- 
ceutical formulary for the manufacture of 
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proprietary articles, toilet preparations, 
dietetic articles and household specialties, 
photographic formulary, a set of solubilit i 
tables, antidotes to poisons, urinary analys' 
water analysis, milk analysis, synonyms 
official products which have popular names, 
and, in the language of the professional 
auctioneer, other things too numerous to 
mention. In the veterinary section there 
are presciptions for the treatment of dogs, 
cats, and the removal of worms. Under 
poultry, there are also therapeutic dire¢ 
tions. 3 

As the authors are Englishmen, the book: 
was prepared on the other side. Its text: 
seems to have been very carefully a 
and many practitioners in the country ¥ 
find many useful hints in its pages. 


MepicaL Curnics or NortH America, Janu 
1925. Volume VIII, No. 4. W. B. Saunders 
Company, Philadelphia, 1925. Price, paper $12, 
cloth $16. 4 
Although this is called the January issue @ 

of the Medical Clinics it appears during the 

month of March. : 
The various contributors are from tha! 
Mayo Clinic in Rochester, and, as has” 3 
been the case in previous years, the sub” 
jects cover a wide range in medicine, vary> 
ing from cancer of the esophagus and 
pyloric obstruction to the subject of spon- | 
taneous healing of chronic duodenal and 
gastrojejunal ulcer. There is another art 
cle upon the diagnosis and treatment of | 
gastrointestinal disorders, and still anothall 
upon an anatomical study of duodenal 
ulcer. An interesting subject is the) 
apparent ineffectiveness of insulin in the” 
presence of profound anemia. There is. 
another upon lipoma of the mediastinum,” 
and still another upon the ketogenic diet in 
the treatment of epilepsy. : 
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